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The Treatment of Gynecological Disorders 


with the 


TWO DISTINCT HORMONES. 


Isolated from the Ovary 


HE opotherapeutic treatment of gynecological disorders was 
notably advanced by the investigations of Seitz, Wintz and Finger- 
huth, who succeeded, by means of a special process, in isolating from 
the ovary two distinct hormones with physiologically different actions. 


That one gland is capable of producing two physiologically different 


hormones seems at first difficult of explanation. 


The observations of 


Seitz, Wintz and Fingerhuth, however, show that the production of the 
two hormones takes place at different periods which correspond with 
certain morphological alterations in the ovary which this structure 


undergoes during the menstrual cycle. 


place at two distinct stages. 


AGOMENSIN, ‘“‘CIBA” 


The hormone isolated from the corpus 
luteum in the early stage of its develop- 
ment. Promotes menstruation, stimu- 
lates the genital system and its func- 


tions. 
INDICATIONS 


Functional amenorrhéa, gatural or 
artificial menopause, sterility and hypo- 
plasia of the genital organs. 


DOSAGE 


1 to 3 tablets 3 times'a day. In cases 
of amenorrhea the effect of the treat- 
ment, i. e., the return of the menstrual 
flow, does not as a rule manifest itself 
until after a fortnight; consequently it 
is necessary to continue the Agomensin, 
“Ciba” treatment for a sufficiently long 
period especially in cases of hypoplasia. 

Agomensin, “Ciba” is issued in 
original packages containing 20 tablets 
of 4 grain each. 


These structural changes take 


SISTOMENSIN, ‘“‘CIBA” 


The hormone isolated from the corpus 
luteum in the stage of full development. 
Holds menstruation within normal 
physiological limits. 


INDICATIONS 


Menorrhagia (without organic etiol- 
ogy), functional dysmenorrhea, hemor- 
rhages of puberty and menopause. 


DOSAGE 


1 to 2 tablets 3 timesa day. In cases 
of profuse menstruation it is advisable 
to start treatment as soon as possible— 
2 or 3 days before the onset of menstrua- 
tion. If menorthagia is a marked and 
distressing feature the maximum dose’ 
should be given for 3 or 4 days. 


Sistomensin, “Ciba” is issued in 
origine] packages containing 40 tablets 
of grain 


Ciba 


Company 


NCORPORATED 


PHARMACEUTICAL BRANCH 8 
142 WASHINGTON STREET 


NEW YORK CITY 
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Original Communications 


BLOOD SEDIMENTATION TEST AS AN AID IN DIAGNOSIS 
IN SURGICAL INFECTIONS 
By BERNHARD FRIEDLAENDER, M.D., Detroit, Micu. 


HE sedimentation time of the human red blood corpuscles is a 

nonspecific biologie reaction indicating the suspension stability of 
the erythrocytes in blood which has been rendered noncoagulable. 
The sedimentation test consists in observing the varying speed with 
which the erythrocytes, in a specially constructed tube, are separated 
from the plasma. It is of great importance to note whether there can 
be established a definite correlation between pathologie conditions and 
the length of time required for the sedimentation of the red corpuscles. 


Historical.—Galen speaks of the erythrocytes as forming a buffy coat, 
or erusta phlogista, and the humoral theorists attempted to explain 
this phenomenon which takes place during gestation and inflammation. 
Both they and many later investigators expressed the belief that this 
condition was a consequence of some abnormality in the red blood 
corpuscles. Not until 1797, however, did the variation in speed of 
sedimentation of the erythrocytes receive any attention. Then J. H. 
Hunter not only observed that the erythrocytes during an inflam- 
matory process settled more quickly in their own plasma, but he was 
also the first investigator to demonstrate that the red corpuscles of 
normal blood, when separated and transferred to the plasma of in- 


He fected blood, settle with a greater speed, the rapidity of this process 
1 being in direct relation to the severity of the infection. 
y Johannes Miiller, John Davy, and Herman Nasse continued the 
F work of Hunter, and from 1830 to 1840 this problem was a very im- 
g portant one. For some time everyone wrote and lectured on it, but 


Note: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘ Original Communications.’’ 
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later it was replaced by other problems and seemed to be entirely for- 
gotten. Then J. Miller and C. G. Lehmann revived it, by showing 
that there is a variation in speed of sedimentation of the erythro :ytes 
which they claimed depends upon the abnormal viscosity of the blood 
and the agglutination of the red blood cells in various infectious 
diseases. But the reason for this latter condition remained unex- 
plained. 

In 1917 Fahraeus took up the investigation of Nasse, Virchow, and 
Lehmann and made the very interesting observation that the erythro- 
eytes in citrated blood settle with varying mobility. His attention 
was accidentally attracted to the rapidity of sedimentation of the red 
corpuscles in the citrated blood from gravid women. Later he, as 
well as Linzenmeier, found this phenomenon more marked in blood 
from patients who suffer from absorption of the products of infection. 
In this study Linzenmeier paid particular attention to acute pyosal- 
pinx. 

Etiology.—The etiology of the acceleration of the speed of sedimenta- 
tion of the red blood cells is, as yet, somewhat obscure. Fahraeus 
and Linzenmeier are inclined to favor the idea that the increased ag- 
elutination properties of the erythrocytes in infections have an electro- 
physical basis. They claim that any interference with the electric 
eurrent of the blood, either by a reduction of its potential, or by a 
loss of conductivity, will produce this condition. (Normally, erythro- 
cytes have a negative, and plasma a positive, polarity). Plaut favors 
the idea of autoagglutination of the erythrocytes, while Sachs thinks 
that he can prove a change in the stability of the plasma. 

The question to determine is why the plasma in some patients be- 
comes clear in a very few minutes, while in others it takes many hours. 
As a specific example, a sedimentation test shows that a separation of 
the erythrocytes from the plasma, which normally takes about 1,000 
minutes, occurs during pregnancy in 100 minutes or less. What is 
the cause of this marked difference in time? 

Shall we conelude that the suspension stability of the blood depends 
upon the specific gravity of the erythrocytes or the viscosity of the 
plasma? That these factors, however, are not sufficient reason for this 
phenomenon can be shown by the fact that the erythrocytes of de- 
fibrinated blood require four to six times as long to settle as the red 
cells of citrated blood of the same person. We know that the de- 
fibrination of the blood does not change the physical character of the 
red blood cells or the viscosity of the plasma. It seems to me that a 
satisfactory explanation for the variation in the time of blood sedi- 
mentation is the autoagglutination theory of de Haan and Plaut, 
especially since we can notice in quickly sedimenting blood that the 
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erythrocytes take on a nummular (rouleau) formation and present 
a clumping. 

But what is the reason for this increased agglutination property 
of the erythrocytes? It is not difficult to understand why the red 
blood cells clump together, if their viscous surfaces come into contact 
with one another. But it is hard to explain why there is no contact 
between the erythrocytes in normally circulating blood; for the red 
cells move in the normal blood stream at equal distances from each 
other, as a blood count shows a uniform distribution of from four 
million to five million red cells to a cubic millimeter of blood. 

Fahraeus, Linzenmeier, and especially Hiiber explain this as due 
to the electrical charge of the erythrocytes. Hiiber used a specially 
constructed glass tube filled with diluted blood and attached both ends 
to electrodes. Microscopic observation then showed that the erythro- 
cytes migrate towards the anode (—), which indicates that they have 
a negative electrical charge. The fact that they are similarly charged 
may be the reason that they repel each other to uniform distances. 
It has been shown that the red blood cells from healthy males move 
with greater speed towards the anode than those from the blood of 
gravid women, which would seem to show that the erythrocytes from 
gravid women have a reduced or impaired potential. The autoag- 
glutination which results in the quick sedimentation of the erythro- 
cytes can be attributed to this change in the electrical charge. 

The bodies which cause the electrical discharge of the red blood 
cells are incorporated in the plasma. This can be proved by exchang- 
ing the erythrocytes and plasma from two specimens of blood, one of 
which sediments more quickly than the other. The results will be 
that the red blood cells from the more slowly sedimenting blood will 
settle more rapidly in the plasma of the other specimen, which indi- 
eates that the abnormal plasma has effected an electrical discharge 
from the transferred erythrocytes. Kurten believes that an abnormal 
proportion of cholestrin to lecithin in the blood is a sufficient reason 
for the disturbance of the suspension stability of the erythrocytes. 

Surgical Application.—Linzenmeier’s articles first directed my atten- 
tion to the practical applicability of this simple test in surgery. I 
considered the following questions as a basis for the use of this reaec- 
tion: 

1. What is the simplest and most practicable technic? 

2. What is the blood sedimentation time of normal blood? 

3. Has the observed speed with which the red cells of infected blood 
settle a practical application in surgery, gynecology and obstetries? 

Technic.—There are two principal methods that can be used,—one 
worked out by Westergren and recommended by Fahraeus, and the 
other used by Linzenmeier. 
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The Westergren-Fahraeus YVechnic.—In a syringe, holding 0.4 ¢.c. of a 2.5 per 
cent sodium citrate solution, is drawn up blood from a vein to 2 ec. After this 
is well mixed in a centrifuge glass, it is transferred to a 1 ¢.c. pipette up to the 
mark 20 em. This pipette rests on a small rubber plate and is held by a spring 
in a horizontal position. After one hour the column of erythrocytes is marked at 
the separating line from the plasma, and is measured. A plasma column from 3 
to 15 mm. in one hour is considered normal, 40 mm. is designated as +, 40 mm. to 
70 mm. +4, 100 mm. +++, and above 100 mm. +++. 

The Linzenmeier Technic.—Here the necessary utensils are: (a) one c¢.c. hypo- 
dermatice syringe with 0.1 ¢.c. divisions. (b) sedimentation tubes of 6.5 em. length 
and 5 mm. diameter, with a capacity of a little over 1 ec.* (Figs. 1 and 2.) Linzen- 
meier uses two marks only, the 1 ¢.c. mark and a mark 18 mm. below the 1 c.c. 
mark. We divide the space between the 1 ¢.c. and the 18 mm. marks still further 
into 6 mm. and 12 mm. and have added another at 24 mm. We designate the 6 
mm., 18 mm., and 24 mm. points as I, II, III, IV respectively. 

Following are the directions for the Linzenmeier technic: 

1. The hypodermatie syringe must be perfectly dry or washed with a solution 
of sodium citrate. 

2. Draw up 0.2 ¢.c. of the 5 per cent sodium citrate solution into the hypoder- 
matic syringe. 

3. Draw into the same syringe 0.8 ¢.c. of blood making the total contents of the 
syringe 1 e.c. 

4. The sedimentation tube must also be perfectly dry. 

5. Do not apply the tourniquet too long to the arm, or the blood will contain 
too much carbon dioxide or relatively too many blood cells, which will have a bear- 
ing on the time of sedimentation. 


6. Mix the blood and the sodium citrate solution slowly in the syringe before 
transferring it to the tube, or mix it in the tube to prevent coagulation. The 
marginal level in the tube must be exactly at the 1 ¢.c. mark. 


7. Note the time necessary for the blood cells to reach III (18 mm.). Marks 
I and If (6 mm. and 12 mm.) are for the purpose of computing the time, if the 
observer is in a hurry, but it is not advisable to use these readings. Mark IV 
(24 mm.) is used in case of a very rapid sedimentation of the erythrocytes. 

8. Ordinary room temperature is satisfactory. 

9. If the reading was neglected or uncertain, mix again and reobserve. 

10. If the blood coagulates it must not be used. This occurs if the tubes are 
not perfectly dry or if they are washed in water containing lime salt. 


This routine procedure which I have adopted in my investigations 
follows very closely that employed by Linzenmeier. I believe that the 
Westergren-Fahraeus method is not as accurate because it involves 
the use of long thin tubes that cause great error in the results because 
of capillary attraction and friction between the cells and the walls 
of the tubes. Perhaps these errors can be corrected, but at any rate 
I strongly urge the adoption of a uniform system in the use of the 
sedimentation test in order to facilitate the communication of results 
among medical men, and to avoid confusion in the reading of publica- 
tions concerning the subject. 
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Normal Sedimentation Time.—The next point to be established as a 
basis for the test is the sedimentation time of normal blood. 

In the evolution of every new method of diagnosis, conceptions of 
the normal must be acquired, and only after a sufficient number of 


1.—Tubes and stand, showing specimens in various stages of sedimentation. 


Fig. 


Fig. 2.—(Same as Fig. 1.) 


examinations have been made can any inference regarding pathologic 
conditions be drawn. A long time must necessarily elapse and the - 
results of many different investigators must be correlated before the 
full value of this method can be determined. 


*The G. A. Ingram Co., 202 Bagley St., Detroit, Mich., supply these tubes. 
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I made the test on the basis of the time required for the sedimenting 
erythrocytes to reach the 18 mm. mark (mark III). In over 300 cases 
of healthy persons I found in the male a normal sedimentation time 
of from 1.000 to 1,200 minutes, in the female from 600 to 1,000 minutes. 
(These values are smaller than those given by Linzenmeier for his 
normal eases.) In my use of the term ‘‘healthy persons’’ I designate 
such men and women who felt subjectively well, in whom.a strict 
physical examination could reveal no clue of an organic or functional 
disease, and whose history showed no possibility of an acute or chronic 
infection anywhere in the body. 
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Fig. %.—Five typical cases selected from 128 pregnancies from first month to fourth 
week after delivery. 

Application in Surgery, Gynecology and Obstetrics —The important 
question to be answered is whether the sedimentation test has a prac- 
tical application. Its practicability as far as technic is concerned is 
obvious, for the test is simple and requires very little laboratory 
equipment. Then certainly the fact that in normal individuals the 
time required for the reaction is about 20 hours, while the same re- 
action takes place in a very few minutes in pregnant women, or in 
eases which present infections with an absorption of the products of 
the infection, indicates the value of the test. In spite of its non- 
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specificity it is a very valuable aid in the diagnosis of surgical in- 
fections, infectious diseases, and pregnancy.* 

Certainly it is a more precise reagent than the thermometer. Every 
absorption of infected material is promptly recorded by a variation 
in the time of blood sedimentation even when the temperature remains 
normal. Like fever, however, the blood sedimentation reaction is 
general and not local. We ean not always claim that a quicker sedi- 
mentation time than normal. indicates an infection in that part of 
the body upon which we are directing our attention. We do know, 
however, that there is an infectious process in some part of the body, 
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Fig. 4.—Each dot represents one case of pregnancy. 


and that we must try to eliminate all error in our diagnosis. For 
example, when an infection was not found where it was suspected in 
certain of the cases, we were led by the results of the sedimentation 
test to seek it elsewhere. We have often found that an infection was 
not in the genital tract as suspected but, because of the rapid rate 
of blood sedimentation, we made a thorough search and found it in 
the gall-bladder or appendix. We are trying to classify the different 
surgical infections according to the sedimentation time, and similarly 


*Plaut, Runge, and Biische have adopted the test in nervous and mental diseases, 
and find that the sedimentation stability of the blood is disturbed in paralysis, tabes 
and cerebral syphilis. Katz and Graft have done considerable work in the application 
of the test in pulmonary tuberculosis, while Schiirer and Eimer have distinguished 
themselves in research concerning the blood sedimentation in pulmonary tuberculosis 
and other infectious diseases. 
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to classify the stages of pregnancy from the first month to the end of 
the puerperium. 

In the evaluation of the test, most of the cases were confined to 
adnexal diseases and pregnancies from the first month to four weeks 
postpartum. 

Of 1500 eases in the clinie of Woman’s Hospital, on which the sedi- 
mentation time was estimated, 480, or 32 per cent, were obstetric, and 
1020, or 68 per cent were gynecologic. The average sedimentation 
time on these varied between 2.5 minutes and 720 minutes. A detailed 
list of these cases is too long for publication in this article; the lists 
below detail a few of the typical cases. 


Linzenmeier established in his research that a sedimentation time 
of 120 minutes or less speaks for a pregnancy. He quotes cases, how- 
ever, where the reaction time was more than 120 minutes and still the 
patient was pregnant. He concludes from this that we should be 
very careful in using this method for a positive diagnosis of pregnancy 
during the first three months which Fahraeus, however, .claims to 
do. After the fourth month, when absorption takes place, the test 
is more reliable. I have seen cases of early pregnancy in which the 
sedimentation time was less than 30 minutes, and examination revealed 
an inflammatory condition in addition to the pregnancy. In the first 
days of the puerperium I still notice a quick sedimentation time, and 
from the tenth day on the time increases, returning to normal in about 
four weeks providing the healing process of the endometrium goes on 
normally without any infection. (Figs. 3 and 4.) 


Eetopies and eclampties show the same sedimentation time as ordi- 
nary pregnancies. Ruptured ectopies with fresh blood in the ab- 
dominal eavity have a quick sedimentation time, within the range of 
infected eases. However, the clinical syptoms will help one to make a 
differential diagnosis in such eases. 


CASE 1.—Mrs. J, M., aged 23 years; menses normal before marriage. Soon after 
marriage she had signs and symptoms of gonorrhea; parametritis diagnosed in 
clinic. For six weeks she was very ill, but recovered, when she was examined and 
a diagnosis of retroversion made. She was anxious to become pregnant and a 
pneumoperitoneum was performed, when the left tube was opened. Two months 
later she missed a period. She was seized with severe pain in left lower quadrant. 
Mass felt in left culdesac. Sedimentation time, 94 minutes, about the same as for a 
normal pregnancy at this stage. 


Diagnosis.—Unruptured ectopic pregnancy. Operation revealed a three weeks’ 
tubal pregnancy. 


CASE 2.—Mrs. R. M., aged 21 years, a para ii,"was admitted to the hospital com- 
plaining of severe pain in left lower quadrant. Menses always painful and irregular. 
Married at seventeen, miscarried at four months, one year later. No pregnancies 
till four years later; missed period two months before admission. Felt perfectly 
well until day of admission, when she was suddenly seized with severe pain in left 
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lower quadrant after urination; fainted on the toilet. Complained afterwards of 
severe general abdominal pain, and pain in right shoulder. Taken to hospital. 
Sedimentation time, 17 minutes. Operated at once. A ruptured five weeks’ tubal 
pregnancy was found. Sedimentation time during puerperium was normal. 


Case 3.—Mrs. C. I., aged 22 years, primipara. Vomited throughout pregnancy. 
Urine contained albumin and a few hyaline casts from time to time, and she was 
warned of the danger of eclampsia. Blood pressure averaged 140/75. Sedimenta- 
tion time ranged from 120 minutes the second month to 55 minutes the eight month. 
At seven and one-half months the patient had several eclamptic attacks, during 
which time the sedimentation time ranged from 40 to 60 minutes. Uterus evacuated, 
and patient had a normal puerperium during which the sedimentation time ranged 
from 30 to 240 minutes. The sedimentation time was the same throughout as in 
a normal pregnancy. 


CasE 4.—This case illustrates the accuracy of the sedimentation time as a means 
of diagnosing the absorption of toxie products. 

Mrs. N. C., aged 28 years, a primipara, felt well until one week before date of 
expected delivery. Suddenly she developed headaches, dizziness, palpitation of the 
heart, backache and icterus. Two days later she had five convulsions. When ad- 
mitted to the hospital she was in a comatose condition. A dead child was delivered 
spontaneously. The patient had two convulsions after delivery, and died a few hours 
later. Sedimentation time just before death, 8 minutes. Postmortem examination 
showed acute yellow atrophy of the liver. Here is a case of eclampsia probably 
due entirely to intoxication from the liver condition, which filled the blood with 
foreign proteins, causing convulsions and death. (Compare with hemotoclastic 
crisis. ) 

Schiirer and Eimer observed that in severe cases of uremia after phlebotomies 
the red blood cells sedimented very quickly without the addition of the sodium 
citrate solution. They observed the crusta phlogistica very clearly in these cases. 
In all genital inflammatory processes, especially infections of the uterine adnexa, 
we found a sedimentation time of from 2 to 30 minutes. 


CasE 5.—Mrs. L. 8., aged 34 years, complained of pains and weakness across small 
of back, headaches and relative sterility. She was constipated and had anorexia. 
Menstrual history negative. Marital history shows two children by first husband, 
none by second husband to whom she has been married three years. Examination 
shows large, soft cervix, retroverted uterus, marked pain in right fornix; left tube 
thickened as is also right. Temperature normal; sedimentation time 20 minutes. 

Diagnosis.—Pyosalpinx. We are postponing operation until sedimentation time 
is above two hours. 


The sedimentation test is especially valuable in those cases of 
adnexal diseases where there is a latent infection with a normal tem- 
perature and a normal blood count. Before using the sedimentation 
test, I often discovered during an operation a latent infection which 
was fired up and which jeopordized the life of the patient. All pre- 
cautionary methods failed to eliminate this complicating element until 
I made use of the sedimentation test. Now I consider a rapid sedi- 
mentation time a sign of infection, and the operation is postponed 
until the test indicates a sterile field as far as operation is concerned. 
Whenever this procedure has been adopted, operations have not been 
complicated by the presence of an unsuspected latent infection, which 
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indicates that the test succeeds in showing the existence of such a 
condition. Because it is known that operation increases the morbidity 
and mortality in such infected cases, these directions indicate an ex- 
clusion of the possibility of a latent infection only when the sedimenta- 
tion time is more than two hours. 


Case 6.—Mrs. E. P., aged 37 years, entered the hospital complaining of fever 
ond chills. Her family history, past history and menstrual history were negative. 
Husband had gonorrhea, patient has had two miscarriages; one child of eight liv- 
ing. Three years ago induced abortion and was very ill. Last period April 10, 
1922. On June 15 she inserted a slippery elm tampon into uterus. Slight flow 
next day; she thinks fetus came away then; had chills and fever following. The 
family physician made a diagnosis of incomplete zbortion and curetted her on June 
20, but found the uterus empty. We saw the ease the following day and transferred 
her to the hospital. Sedimentation time 4 minutes. Smears show gonococci. 

Diagnosis.—Double pyosalpinx. At request of the family physician we explored 
the uterus but found it empty. The patient was placed in Fowler’s position and 
an ice bag was put over the uterus. The sedimentation time increased steadily 
until August 22, 1922, when it was 3 hours. At this time the patient was operated, 
and both tubes removed. She made an uneventful recovery. 

This case illustrates the value of the sedimentation test as an aid in deciding 
the proper time at which to operate, and demonstrates my usual procedure in such 
eases, i.e., waiting until the sedimentation time is over two hours before operating. 

For comparison the following case is presented, where operation was performed 
with a low sedimentation time, contrary to the usual policy. 

CASE 7.—Mrs. O. F., admitted to the hospital complaining of pain in lower 
abdomen, some fever, and sterility. She had had one premature labor at seven 
months and one miscarriage, but since then was sterile. Smears were negative for 
gonococci, and a pneumoperitoneum was attempted, but the tubes could not be 
opened. Sedimentation time was 30 minutes, and a diagnosis of pyosalpinx was 
made. At the request of her physician I operated upon her. Tubes found markedly 
adherent, uterus retroverted. The adhesions were separated and the tubes dissected 
free; in doing so, pus was found in both tubes. They were removed, the uterus 
suspended by the posterior Baldi-Webster method, and the appendix removed. Sedi- 
mentation time after operation 20 minutes. A bad prognosis was made, and the 
patient died three days later of peritonitis. Autopsy confirmed the findings. 


Tumors such as simple noninflammatory myomata, cysts and der- 
moids have a normal sedimentation time, while large myomata, ovarian 
cysts with a twisted pedicle, and tumors with a tubereulous tendency 
show a rapid sedimentation time. In carcinoma, and other malignant 
tumors before they break down, the time is somewhat quicker than 
normal, but after there is a breaking down the time of sedimentation 
is very much accelerated. 

Application in other Fields of Medicine.—A more general application 
of the test was conducted on a series of one hundred eases selected at 
random from the wards of New York City Hospital. The results are 
tabulated in Table III. and show that the test is valuable in medical 
cases as well as surgical or obstetric. 
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Comparison of Sedimentation Time with other Methods of Determin- 
ing the Severity of Infection.—I have compared the sedimentation test 
to the other more commonly employed methods of determining the 
severity of an infection. 

Relation to Temperature.—I find the sedimentation test more reliable 
and of more general application than the temperature determination, 
as is also, of course the blood count. Two examples of this will suf- 
fice: 


CasE 8.—A patient was admitted to the second medical division of New York 
City Hospital in a comatose condition, with a temperature of 108° F. Examination 
revealed no pathology in the chest or abdomen, nor any abnormality in the urine 
or gastric contents. The diagnosis rested between a cerebral abscess and hemor- 
rhage into the fourth ventricle. The sedimentation time of 160 minutes ruled out 
abscess. Autopsy revealed a hemorrhage into the fourth ventricle. 


CasE 9.—Mrs. A. Z., aged 50, was admitted to our service at the Highland 
Park General Hospital complaining of dull pain in the right lower abdominal 
quadrant. Her temperature varied between 98.6° and 100.6°F. The sedimenta- 
tion time was 19 minutes, indicating pus. At operation a well walled off ap- 
pendiceal abscess was found. 


Relation of Sedimentation Test to Hemoglobin, Erythrocytes, Leuco- 
cytes, and Cytology.—That the sedimentation test bears no distinet re- 
lation to the blood count, and that it is a more reliable indicator of 
infection can be clearly seen from the outline in Table I, as well as 
from the two eases quoted below. 


Case 10.—Mrs. J. S., aged 31 years, was admitted to Highland Park General 
Hospital complaining of leucorrhea and pain in the pelvis and lower abdomen. She 
had had an appendectomy, amputation of the cervix, and suspension in 1904, but 
her pains had not been relieved. She gave a definite history of a gonorrhea] in- 
fection and was treated for it by us two years ago. Her history otherwise was 
negative. She was a very fat woman. Tenderness over both lower abdominal 
quadrants. Vaginal examination showed an eroded cervix with a discharge which 
was negative for gonococci. The uterus was retroverted, and both adnexa were ad- 
herent, the tubes being very much thickened and the ovaries not palpable. 

Sedimentation time 55 minutes. Leucocytes 8400 with 65 per cent polys. 
Diagnosis of pyosalpinx was made, though the blood count was normal. 

Patient operated upon June 19, 1923. Uterus fibrosed and large. Adnexa found 
very adherent and massed together. Right adnexa size of hen’s egg. Ovaries found 
necrotic. Tube markedly enlarged, no free pus. Left adnexa similar, except that 
they formed a smaller mass. Adnexa were removed, and an hysterectomy done. 
Patient made an uneventful recovery. Pathologist reported purulent salpingitis. 

Although the sedimentation time was under two hours, the patient insisted on be- 
ing operated upon, because of the severe pain. Contrary to the usual findings in 
such cases, the patient had no postoperative complication. The case demonstrates, 
however, the accuracy of the sedimentation test, as pus was found by the path- 


1 is 
ologist. 


CASE 11.—Mr. M. M., aged 35 years was admitted to Highland Park General 
Hospital, May 28, 1923, complaining of attack of pain in abdomen with nausea 


and vomiting. Family history negative; past history negative. Present illness be- 
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gan ten days ago with sharp pain in upper right quadrant, accompanied by vomit- 
ing. Pain lasted two to four howrs then subsided. Has had similar attacks for one 
year. Another attack two days before admission. Appetite poor, bowels constipated. 
Examination shows a yellow tinge to the sclera, Slight rigidity over gall-bladder 
area. Positive Morris sign. X-ray revealed no gall-stones. Sedimentation time 35 
minutes. Patient walks fairly comfortably; no fever; blood count shows 10,300 
leucocytes with 62 per cent polys. 

Diagnosis.—Chronie cholecystitis. Chronie appendicitis. Pus was suspected some- 
where, due to the low sedimentation time. 


TABLE II 


COMPARISON OF BLOOD SEDIMENTATION TIME AND BLOOD CHEMISTRY 


| | CREATININE | URIC ACID 
DIAGNOSIS | pony PER MG. PER | MG. PER | MG. PER enon ome 
rit | 100 c.c. | 100 c.c. | 100 c.c. oo 
| 100 c.c. | 
Alcoholism 1.5 | 32 130 
Anemia (pernicious) | 17 1.4 we 110 | 60 
Arteriosclerosis 
(general ) 16 1.5 3.6 110 124 
Arthritis (acute) 15 1.4 3.2 100 | 17 
Arthritis (chronic) | 17 1.4 3.3 120 141 
Arthritis (chronic) | 21 | 1.6 3.6 110 | 79 
Arthritis (chronic) | 10 roe ee 80 60 
Arthritis (chronic) 25 1.9 4.0 130 28 
Arthritis (chronic) 13 1.5 1.6 110 74 
Arthritis (chronic) 23 1.9 d.0 100 90 
Arthritis (chronic) 10 13 3.4 80 67 
Arthritis (chronic) « 16 1.9 | 110 | 95 
Arthritis (chronic) 14 | 31 #| 90 | 1440 
Cardiae valvular | | | 
disease (chronic) | 16 | 117° | 36 | 120 | 66 
| 93 18 | 36 | 90 240 
| 5 16 | 32 | 100~ 300 
Cerebral hemorrhage 24 P 280 | 195 
Colitis (acute) 27 2.14 3.2 80 | 24 
Diabetes mellitus 13 1.4 | 33 | 110 | 95 
Myocarditis (chronic) 17 350 
Nephritis (chronic) 94 1.6 3.2 130 80 
Pleurisy (acute con- | 
valescent) 17 «| 20 -| 39 130 23! 
Sciatica 14 2.0 | | 105 | 375 
Thrombo-angiitis 
obliterans 10 1.3 


3.0 120 606 


Operation May 31, 1923. Ordinary gall-bladder incision. Gall-bladder large, en- 
gorged, and adherent. Adhesions separated, gall-bladder opened, and tube inserted 
and fixed with double purse-string suture. Appendix was sought to ascertain cause 
of the low sedimentation time. A mass was found in the region of the cecum, 
densely adherent. It was opened and found to be an appendiceal abscess with en- 
capsulated free pus and a gangrenous appendix at the base. It was removed, a 
tube inserted through a counter incision and the abdomen closed. 


The patient developed a postoperative obstruction of the bowel. Five days later a 
fecal fistula was formed to permit evacuation of the gas. The patient died two 
days later. 

The above cases illustrate the advantage of the sedimentation test over the blood 
count, particularly to diagnose the presence of pus. 
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TABLE III 


|AVERAGE SEDI- 
DISEASE NO. OF | SEX | a MENATION 
CASES | — | TIME IN MIN. 

Abortion, threatened 1 Female | 33 
Addison’s disease | 1 Male 41 65 
Alcoholism, chronic 2 Male | 58 250 
Anemia, pernicious | 2 Male 60 50 
Arteriosclerosis, general 1 Male 124 
Arthritis, acute 2 Female | 41 3 
Arthritis, chronic 2 Female 41 111 
15 Male 50 185 
Arthritis, acute convalescent l Male 22 180 
Cardiac valvular disease, chronic L Female 43 70 
l Male 21 66 
Cerebral hemorrhage 1 Male 3 195 
Colitis, acute 1 Male | 61 24 
Diabetes mellitus 2 Male 60 94 
Endocarditis, acute 1 Female 17 27 
Epithelioma of bladder 1 Female 60 164 
Gonocoecus arthritis 5 Male 38 101 
Gonococcus epididymitis 1 Male 32 53 
Gonocoecus ophthalmia l Male 42 89 
Gonocoeccus urethritis, acute 5) Male 27 207 
Hemiplegia l Male | 58 210 
Hydrocele l Male 74 361 
Hysteria l Male 24 440 
Influenza ] Male 23 25 
Leg Uleer 3 Female 60 226 
1 Male 51 251 
Myocarditis, chronic 5 Male 58 244 
Nephritis, chronic 1 Male 42 SO 
1 Female 50 5d 

Noma of palate (Complicated by 
terminal bronchopneumonia). | 1 Female 40 12 
-aget’s disease 1 Male 48 90 
Paresis, general 4 Male 52 386 
Pleurisy, convalescent 1 Male 61 238 
Pleurisy, acute l Male 54 20 
Pneumonia, lobar 2 Male 42 16 
Pneumonia, lobar, convalescent 1 Male 26 202 
Pneumonia, broncho 1 Female 33 15 
1 Male 55 9 
Puerperal sepsis 1 Female 39 25 
Scabies Male 16 248 
Sciatica ] Male 42 ITD 
Senile hypertrophy of prostate 4 Male 70 205 
Syphilis 7 Female 42 220 
9 Male 40 148 
Tabes dorsalis ] Male 57 325 
Thrombo-angiitis obliterans ] Male 40 606 
Tuberculosis, hip 1 Male 19 185 
Tuberculosis, pulmonary 1 Male 42 132 
Tuberculosis, kidney 1 Male 18 131 
Typhoid, acute | Female 43 15 
Typhoid, convalescent 1 Male 11 85 
Urinary ineontinence 1 Female 52 301 


Relation of Sedimentation Time to Blood Chemistry.—In a series of 
24 cases, the chemistry and sedimentation time of the blood were com- 
pared (Table IL). This was interesting particularly in respect to the 
uric acid content, which is claimed to be an indicator of infection, 
rising in direet proportion to the severity of the infectious process. 
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If this is so, the urie acid content should be inversely proportional 
to the sedimentation time. That is, in an infectious process, the sedi- 


mentation time would be low, while the urie acid would be higher 
than normal. 


Eighteen of the twenty-four cases had urie acid estimated. In all 
but four eases, the uric acid was 3.6 mg. per 100 ¢.c. of blood, within 
normal limits, or less, although in a large number of these cases the 
sedimentation time was quite rapid. In a ease of acute arthritis, for 
example, with a sedimentation time of 17 minutes, the uric acid was 
3.2. On the other hand, in a convalescent case of acute pleurisy, whose 
sedimentation time of 238 minutes showed a cessation of the acute 
process, a uric acid content of 5.9 was obtained. 

Three cases of chronic arthritis deformans, with undoubtedly unre- 
vealed infectious foci, whose sedimentation time were 28, 74, and 90 
minutes respectively, showed urie acid content of 4.0, 4.6, and 5.0. All 
had gouty tendencies. 

A ease of acute colitis with a sedimentation time of 24 minutes 
showed a urie acid content of 3.6 mg. per 100 ¢.c. of blood. 

rom this limited series, it is apparent that the sedimentation test 
is a far more delicate indicator of infectious processes than the urie¢ 
acid content of the bloed. 

Comparison with Hematoclastic Crisis.—The so-called hematoclastie 
erisis of Widal proved interesting as a comparative test, because it al- 
so is supposed to be produced by the absorption of foreign proteins. 
In normal digestion the proteids are broken up in the first part of the 
gastrointestinal tract and the liver into amino acids, and pass into the 
blood stream in this assimilable form causing a digestion leucocytosis. 
In any form of hepatitis, such as is found in aeute yellow atrophy, 
syphilis, gall-bladder disease with obstruction of the bile ducts, after 
salvarsan administration, and, as is claimed by some workers, in 
pregnaney, the proteins are not completely reduced to amino acids 
in the liver, and hence albumoses and proteoses are introduced di- 
rectly into the blood stream, producing an anaphylactic shock, the 
hematoclastie crisis of Widal. This manifests itself by a drop in blood 
pressure, rapid pulse, subnormal temperature, prostration and some- 
times by chills and vomiting. These cases show a leucopenia of 40 to 
60 per cent. 

If the accepted explanation for this phenomenon is true, similar 
diseases should produce a lessened sedimentation time because it also 
is produced by absorption of foreign material, such as pus, inflamma- 
tory products, placental secretion ete. With this in mind, forty-seven 
patients were tried by both tests. The normal blood pressure and the 
leucocyte count were determined. The patients were then fed 300 c.c. 
of milk on a fasting stomach. Twenty, forty and sixty minutes later 
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leucocyte count, blood pressure and sedimentation time were deter- 
mined. The results are tabulatend below. 


No. of 
cases Diagnosis Leucocyte count B.. T. 
20 Healthy individuals 
(for control) Normal Normal Normal 
9 Pregnancy 9 months No change No change Diminished 
7 Pregnancy 5 months No change No change Diminished 
3 Syphilis (after salvarsan 
administration ) Leucopenia Diminished Diminished 
2 Passive Congestion of 50 to 60 per cent 
liver No change Diminished Diminished 
2 Empyema of gall-bladder Leucopenia Diminished Diminished 
4 Cholelithiasis Leucopenia Diminished Unchanged 


It will be seen that in pregnancy where there is some hepatic dis- 
turbance no hematoclastie crisis is noted, though the sedimentation 
time is diminished. In passive congestion of the liver, where there 
is certainly a hepatitis, the blood pressure dropped, but no leucocyte 
change could be noted. Nevertheless, there was a marked drop in 
sedimentation time. Only in cholelithiasis, where the hemotoclastic 
crisis would indicate a hepatitis with absorption, was the sedimenta- 
tion time unchanged, indicating that no absorption took place, and 
that the sedimentation test is a far more accurate method of deter- 
mining absorption of foreign proteins than is the hematoclastie crisis 
of Widal. 

Correlation of Sedimentation Test and Capillary Circulation.—As far 
as the correlation of the test with capillary circulation is concerned it 
is of interest to note the very valuable contribution of Warren Plimp- 
tom Lombard of Ann Arbor, Michigan, on the physiology and morph- 
ology of the capillaries of the human skin (Zentralblatt fiir Physiologie, 
1911, and American Journal of Physiology, 1912). The method as de- 
seribed by him in his own words is as follows: ‘‘To obtain a view 
of the most superficial blood vessels of the human skin, it is only neces- 
sary to put a drop of glycerine or transparent oil on it, and examine 
by a strong light with a microscope. One ean see the capillaries even 
with a hand lens magnifying ten times, but higher power gives better 
pictures. ”’ 

I wish to emphasize the fact that the observation of the capillaries, 
in spite of the simplicity of Lombard’s method, is not so easy a matter. 
It requires a great deal of practice to interpret the facts of capillary 
circulation. In all my observations I used the Leitz Lilliput lamp 
and employed Zeiss objective A. A., oculars 2, 3, and 5, with a magni- 
fication of 42-120 times. 

In checking up the work of Linzenmeier regarding the relation of 
eapillary circulation to blood sedimentation, I find, as he did, that the 
capillaries of a healthy person show a uniform cireulation of fine 
granular bodies. If compared with the pictures from a parturient 
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woman, or a woman with a high fever, it is seen that the observation 
in the case of the abnormal subjects is much simpler on account of the 
coarse granulations which are unevenly divided in the blood stream 
of the capillaries. The blood stream gives the impression of being 
broken in two, which Linzenmeier attributes to the rouleau formation 
of the erythrocytes. Not only a granular blood current can be ob- 
served, but also a high degree of clumping of red blood cells which, 
as can be observed in the capillaries of the hand, causes stasis. There 
is a parallelism between the time of blood sedimentation and the 
capillary circulation. People who have a slow sedimentation time 
show no stasis, while in those whose blood sediments quickly, a granu- 
lar circulation and a stasis can be demonstrated. Linzenmeier comes 
to the conclusion that a granular circulation and stasis are due to the 
hemoagglutination, and that the blood sedimentation test is a good 
indicator of these conditions. 

Sedimentation Test as an Aid in Prognosis.—I have gone into the 
diagnostic value of the sedimentation test as fully as a single paper 
permits. Before closing, however, it seems advisable to mention its 
use as a prognostic agent, showing its application to be almost un- 
limited. 

In any serious disease condition, particularly one where conservative 
treatment is carried on over a protracted period of time, some indica- 
tor of the progress of the disease process is absolutely essential. Physi- 
eal signs are, unfortunately, limited in value. Occasionally some ineffec- 
tual and dangerous method like the provocative ‘‘trick’’ to determine 
whether a pelvic affection is latent by stimulating its progress is 
brought forward. If it does not harm the patient, it does no good at 
all. It is in such instances that the sedimentation test is of excep- 
tional value. In fact, in my experience nothing else has proved of 
any use whatsoever. 

In pelvic disease, for example, it is advisable to wait until the 
active infection has subsided. I determine this, as has been said be- 
fore, by a sedimentation test of two hours or over. The rise of the 
sedimentation time is a sure indicator that the case is improving. If 
it remains low the prognosis is poor. Two examples of this have been 
given above (Cases 6 and 7). Two other examples showing the value 
of the sedimentation test in prognosing puerperal sepsis follow: 


CaSE 12.—Mrs. M. K., aged 32 years was admitted to the hospital, complaining 
of chills and fever. Family history, past history and menstrual history were negative. 
Last period three months before admission. She performed an abortion by in- 
serting a blunt instrument into her uterus. Twenty-four hours later she com- 
menced to bleed and claims she lost placenta and fetus. Three days later she was 
seized with chills and fever; temperature 104°-105° on admission. A diagnosis 
of puerperal sepsis was made. Sedimentation time on admission eight minutes. 
Neutral acriflavine was given intravenously in 1 per cent solution. A chill followed. 
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During the chill her sedimentation time was again found to be eight minutes. 
Following it, with the temperature almost normal, it was 20 minutes. 

The following day her sedimentation time varied from 20 minutes during the 
chill following the injection of the neutral acriflavine to 85 minutes while afebrile. 
A good prognosis was given. The third day the sedimentation time varied from 
30 minutes to 96 minutes, and only a very slight chill was noted, while the tempera- 
ture dropped almost to normal. The next day the sedimentation time varied from 
105 to 125 minutes, and the fifth day, the patient’s temperature was normal, she 
had no chill whatever, and her sedimentation time was 120 minutes. 


Discharged one week later. Diagnosis.—Sapremia, cured. 

Case 13.—Mrs. K. L., aged 24, admitted to the hospital with chills and fever. 
Family history and past history unimportant. Last menses eight months ago. Mar- 
ried three years; first pregnancy. Complains of dysuria; history of leucorrhea 
since marriage. One week ago had slight bloody discharge with some fever. Ad- 
mitted to hospital with temperature of 104° and chills. 

Examination revealed a seven months’ pregnancy. Os dilated; slight bloody 
discharge. Smears from Bartholin’s and Skeen’s glands positive for gonococci. 
Sedimentation time, eight minutes. Twenty-four hours later, patient delivered 
spontaneously. Temperature dropped to 99° for six hours, then rose to 100°- 
105° with chills. Sedimentation time, 14 minutes at this time. 

Diagnosis.—Puerperal sepsis. Neutral acriflavine 1 per cent given intravenously. 
During chill sedimentation time, 12 minutes. During lowest temperature eight 
minutes. 


Next day, sedimentation time varied from 9 to 10 minutes. Prognosis poor be- 
cause of lowered sedimentation time. Following day it varied from 7 to 13 minutes. 
The fourth day, the patient died. 


From the cases mentioned, the value of the sedimentation test as 
a prognostic aid is apparent. I have advised it in the prognosis of 
tuberculosis and other diseased conditions, but full details of these 
cases are beyond the scope of this paper. 


CONCLUSIONS 


1. Although the blood sedimentation test yields no practical results 
for the diagnosis of pregnancy until a general biologie reaction has 
taken place, i.e., after the fourth month, its negative findings are of 
material aid in differentiating pregnancy from simple tumors after 
the fourth month. 

2. It is of some aid in diagnosing unruptured ectopic. 

3. Ruptured ectopic, having about the same sedimentation time as 
pelvie inflammatory conditions, must be diagnosed by exclusion. 

4. The diagnosis of pelvic inflammatory conditions can readily be 
confirmed by the test. 

5. The reaction is especially valuable in gynecology to determine 
whether a patient with an inflammatory adnexal disease, but with a 
normal temperature and a normal blood count, should be subjected 
to operation. A sedimentation time under 30 minutes means active 
infection, under one hour latent infection, and the patient must not 
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be operated upon. However, a sedimentation time of over two hours 
excludes all possibility of a latent or active infection, and the patient 
ean safely undergo operation. 

6. No dilation, curettage, or other surgical interference should be 
undertaken before a sedimentation test has been made in order to ex- 
clude latent infection of the genital organs. 

7. The value of the test is corroborated by its application to medical 
cases, inasmuch as all such eases which involve an infectious process 
show a great decrease in sedimentation time. 

In conelusion, I wish to express my indebtedness to Dr. R. H. Koebel, 
my gynecologic assistant at the clinic of the Woman’s Hospital, for his 
aid during the progress of this work, to Mrs. Ruth Winstead, Miss 
Jane Hart and Miss Florence Bassett for their hearty cooperation, and 
to my associate Dr. Emil Rothman, formerly house physician, New 
York City Hospital, whose suggestions and criticisms have been very 
valuable. 
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REFLECTIONS UPON HOSPITALS* 
By Joun W. Keere, M.D., F.A.C.S., Provipence, R. I. 


E of today ean searcely realize how comparatively few were the 

hospitals in this country previous to the Civil War, and these 
were established chiefly to care for the poor who became ill. The hos- 
pitals constructed during the war, for the wounded soldiers, taught 
the people the desirability of erecting hospitals in the larger cities, for 
the accommodation of the sick poor. These hospitals proved of great 
value, not only in adequately caring for patients, but also in educating 
the medical profession, as these institutions were frequently used as 
teaching centers and thus the physicians became more expert in the 
diagnosis and treatment of disease. 

It was soon apparent that the poor often received a higher grade of 
medical treatment than persons who were financially better situated. 
Then came a time when patients sought the hospital who were able to 
pay a moderate sum for board and nursing in the wards. Later we 
find those who applied for admission not only were willing to pay the 
hospital for board and nursing, but also were willing to pay the physi- 
cian for medical treatment. 

*Read at the Thirty-sixth annual meeting of the American Association of Ob- 


stetricians, Gynecologists and Abdominal Surgeons, Philadelphia, Pa., September 19- 
21, 1923. 
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Today we have reached a period where the millionaire may find in 
the hospital a beautiful suite of rooms, where highly trained nurses 
and physicians minister to his wants. 

While vast has been the development of hospitals in this short period 
the growth in number has been so phenominally rapid that of necessity 
many problems remain unsolved; yet, I am convinced that by the deep 
thought and careful study which will be given to this subject of hos- 
pitals, many of the present defects will be eliminated in the not too 
distant future. 

The first problem that confronts a community is the desirability or 
necessity of having a hospital. A painstaking consideration should be 
given to these fundamentai questions by a committee competent to 
judge, following a careful survey of the local conditions. 

Very often a few individuals actuated by good intentions, but igno- 
rant of hospital needs and management, create a public clamor and raise 
money. The money raised is promptly spent on land and buildings 
without adequate consideration of present and future problems. These 
same well-intentioned persons who raised the money spend it and very 
likely continue their control of the enterprise, appointing their execu- 
tives and medical staff. 

Physicians should have a more prominent part to play in the man- 
agement of hospitals than they have had in the past. 

Their intimate contact with people when they are sick, ailing and 
complaining, engenders a sympathy and arouses a love for their fellow 
man. 

It is quite natural that the physician should look at hospital prob- 
lems in a different manner from the successful merchant, manufacturer, 
or socially prominent man; but why, in the name of common sense, can- 
not physicians and laymen cooperate and both give of their skill and 
knowledge for poor suffering humanity. 

Why exclude the physician from the board of trustees and select 
men who too often lend only their names. The members of the board 
of trustees of our hospitals, with a sufficient number of exceptions to 
prove the rule, devote an insufficient amount of their time to acquir- 
ing a knowledge of the many phases of hospital management. 

I once heard it said of a trustee of a hospital that at a meeting of 
the board he said in criticism, ‘‘Why, gentlemen, this is not the way 
we run our mills,’’ and a fellow-trustee said, but ‘‘This is not a mill 
that we are running.’’ 

And so it is, a hospital is distinct from any other institution or busi- 
ness and requires an understanding primarily of the mission of hos- 
pitals, which can be summed up in a few words, as the adequate, 
efficient and interested care of sick people. 

A trustee of a hospital should become familiar with the many prob- 
lems he will have to cope with by study, by travel, and by visiting 
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other hospitals. What a boon to humanity is the big, human, kind- 
hearted man who really gives unstintingly of himself in the service! 

Sentiment should fill a prominent part in the eare of the sick; too 
often we find it wanting, due in a large measure to cold-blooded busi- 
ness managers. 

The correct solution of hospital problems can only be reached through 
a study of hospital problems. The men selected to conduct or manage 
the steel mills, the cotton mills, or woolen mills are selected with care 
and because of their expert knowledge of these various industries. 

We will all admit that twenty hospitals would be too great a number 
for a city with a population of 300,000. Do we need ten or five? You 
will readily see that the number and the type of hospital to be erected 
requires careful consideration and an adequate survey. The initial 
cost of the building is trifling compared with the annual expense of 
conducting the same. 

May we not by enthusiasm and thoughtlessness, impose a burden of 
taxation upon the people that is greater than they should properly be 
asked to bear. 

We must remember that the money paid by the state and city is 
derived from all the taxpayers, and so of necessity the’ day is coming 
when the people will rightly demand representation in the governing 
bodies of hospitals. 

The site, or location, for a hospital may appear to be a ‘problem 
easy of solution, until one considers whether it should be placed on a 
hill, or in a valley, adjacent to factories, with the noise and smoke 
accompanying them; or in a residential section; or where it may best 
serve the patients. The outlook over the adjacent country should give 
pleasure. 

Many times we have observed that the site selected was due 
to a grant of land or family residence which had outlived its useful- 
ness; or that a certain piece of property could be acquired for a small 
sum of money; little regard having been paid to other factors, such as 
room for expansion, future requirements, outlook, scenery, freedom from 
noise and ease of access to the patients by their friends. 

The automobile has rendered it possible to select a site beyond the 
center of a city or town. 

The plans should not be left solely to the architect. He should con- 
sult with the physicians and the nurses with reference to many details 
of the various hospital problems; such as the location of operating 
rooms, bath rooms, laboratories, light, and many other phases of hos- 
pital construction. 

The experience of physicians and nurses equip them with a practical 
knowledge of the care of patients, which should be utilized by the 
architect, who should be a man of broad vision and one who has suf- 
ficient humility to accept advice, even from physicians and nurses. 
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I do not wish to infer that all physicians, or all nurses take an inter- 
est in hospital details, but there are some in every hospital who do. 

The board of trustees, the superintendent, the physicians, the nurses 
and the architect should all work in harmony, and ever keep before 
their minds, the cause for the existence of the hospital, namely, the 
welfare of the patients. 

Should we have wards in a hospital? If so, how many should they 
accommodate? Some hospitals have wards containing twenty, thirty, 
fifty and even seventy beds; although the present tendency is toward 
small wards of four, or six beds. 

The ideal hospital would be one where each patient has a separate 
room. 

Hospital ventilation is a subject with which the physician should be 
familiar, and greater stress should be given to this important require- 
ment of the patient. 

How many expensive and theoretical ventilating schemes have been 
installed which failed to ventilate? 

Operating rooms are often located so that they receive light from 
two points of the compass, say south and east, rather than light from 
the north. When adequate light is so essential to the performance of 
an operation, why handicap the operator to the detriment of his patient 
by a defective lighting system when a suitable method of lighting could 
be so readily provided. 

The late Dr. Charles McBurney, who had the direction of the build- 
ing of the Sims operating theatre in New York, once told me that he 
had given more thought to the lighting of the amphitheatre than to all 
the details of the remainder of the building. The views of this master 
of surgery demonstrate the value he placed upon the necessity of suit- 
able light in an operating room. 

Often we find the laboratory and etherizing rooms too remote from 
the operating rooms. Why not etherize in the operating room, where 
there is always a sufficient number of assistants, should an emergency 
arise ? 

The physician should demand that he be taken into council when 
these important adjunets in the eare of the sick are under discussion. 

The public, including the governing bodies of our hospitals, should 
be educated to the importance of a careful study of the details of hos- 
pital construction and management. 

The question arises, should a nurse, a physician or a competent busi- 
ness man be selected to manage a hospital? 

Should a hospital be conducted as an open hospital where any li- 
censed practitioner may eare for his patient? Is this method the best 
for the patient in the long run? 

It would appear at times that the welfare of the patient, which should 
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be the first consideration, is only incidentally considered, yet the hos- 
pital was really built to care for him. 

The organization of the medical staff of a hospital is a problem wor- 
thy of deep thought. Is our present system of organization in most 
of the hospitals in this country, with a few notable exceptions, the best 
one obtainable? 

The Johns Hopkins Hospital made an enviable position for itself in 
the country, not only because of an Osler, a Halstead, a Kelly and a 
Welch, but also because of the system of organization. 

A responsible head to each department, who had the power to select 
his associates and control the medical treatment of the patients was the 
basis of the suecess of their organization. 

All sueecessful organizations, whether for business, education, or re- 
ligion, should have a head or chief, with subchiefs to the various de- 
partments. 

Should internes be paid for their services, or should they be com- 
pensated by allowing them to perform major operations before they 
are sufficiently trained? 

The nursing problem is in a state of evolution at present. Many 
think the course of three years at a training school is too long, some 
think it is not long enough. There is a shortage of nurses in the coun- 
try. How is it to be supplied? Should we have intensive training 
for two years with less time spent in sweeping, dusting and bed mak- 
ing and more time in acquiring an accurate knowledge of the essen- 
tials of practical nursing? 

Some hospitals have adopted the eight hour shift. Are we to have 
eight hour shifts in private practice in the home? Many people in 
moderate circumstances today cannot afford to employ a trained nurse. 
Should we therefore educate some nurses for a shorter period, who 
would receive a smaller fee for their services? 

These and many other problems confront us today, and how shall 
they be met? 

The Rockefeller Foundation selected a committee to report upon the 
many phases of the nursing problem; following a study of nearly three 
years, a report was submitted in 1922. 

Among numerous sound suggestions was one advising a course of 
twenty-eight months in a training school for nurses. 

Also that a subsidiary type of nurse may be developed and trained for 
a shorter period, say nine months. They may be employed to nurse 
eases of minor illness and convalescents. 

The name of this class of worker is important, and among the sug- 
gestions we find nursing aide, nursing attendant and practical nurse. 

In conelusion, may I say that I have intentionally raised many ques- 
tions in order that those interested in hospital problems may cudgel 
their brains for their solution. 
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Physicians should awaken and take a more prominent part in the 
hospital programme. 

A plea for greater harmony and closer cooperation between the vari- 
ous bodies that govern and carry on the work of hospitals. 
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CUTTING THE ILEOCECAL FOLD AS A ROUTINE MEASURE 
IN THE OPERATION FOR APPENDICITIS* 
By Grorce F, CHAnpier, M.D., F.A.C.S., Kineston, N. Y. 


VERY active physician or surgeon often sees a patient with symp- 
toms referable to the alimentary tract that bring to his mind a 
definite condition located in the right iliae fossa. 

The patient states that she has vague distress in the abdomen before 
or after eating. Food doesn’t seem to make much difference, but she 
is troubled with gas, or a feeling of fullness from time to time which 
may often be relieved by ‘‘breaking up gas,’’ as she expresses it. Con- 
stipation is present as a rule and the appetite often is excessive. There 
is also an occasional feeling of weight or a certain amount of tender- 
ness which is increased to actual pain at times in the right and lower 
part of her abdomen. The patient does not look very healthful and is 
usually inclined to be of the type we speak of as having nervous irri- 
tability commonly known as neurasthenia. 

On questioning it will be found that for the past few years there 
have been attacks of sharp pain, usually lancinating in character, to 
the right of the navel followed by some soreness which is attributed to 
colic from some indiscretion in diet. These attacks of pain have oc- 
curred at any time of the day. 

The patient has never been awakened at night by a sharp pain in 
the epigastrium so characteristic of ulcer of the stomach, nor ever 
noticed that she is bloated an hour or more after eating, as in 
cholecystitis. 

On physical examination, after eliminating lesions of the gall blad- 
der, ureter, pelvis, ete., everything will be found normal except that 
there is an area of tympany, unusually extensive, over the cecum, with 
some gurgling, and on deep pressure in this region a tenderness which 
will often make her wince. What is to be done for such a case? 

A diet of thoroughly cooked food, the refusal of raw milk, soups and 
greases, with some form of alkaline therapy, and attention to the 
bowels may relieve, but as a rule these cases are not benefited much by 
treatment. They go from doctor to doctor in search of relief. 
~ *Read at the Thirty-sixth annual meeting of the American Association of Ob- 


stetricians, Gynecologists and Abdominal Surgeons, Philadelphia, Pa,, September 19- 
21, 1923. 
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Dr. Alfred Taylor, in a very able paper read before the Quiz Med- 
ical Society of New York, stated that one out of every five fetuses 
examined showed that this number of individuals were born with bands 
or cobweblike membranes and the like in the region of the ileocecal 
valve. In other words, the so-called Jackson’s membrane, Lane’s kink 
and other abnormalities seem to be present as a result of imperfect 
development (before birth). Some authorities claim that they are the 
result of inflammation. 

These abnormalities have been elucidated by Dr. William Mayo. The 
point that I am trying to bring out is that the symptoms these patients 
have are due to a mechanical fault, therefore the treatment logically 
must be mechanical in nature. 

Dr. A. Rendle Short says, ‘‘ We are coming to look upon the stomach 
and intestines as resembling a canal system with lock-gates connected 
by telephone, so that the state of traffic at one lock has an influence 
upon the rate at which boats are allowed through the locks above and 
below.’’ According to Keith, there are seven sphincters or locks in the 
alimentary canal guarding the stomach and intestines, besides one at 
the junction of the pharynx and esophagus: (1) the cardia; (2) the 
pylorus; (3) the duodenojejunal flexure, with a special nerve-supply ; 
(4) the ileoceeal ‘‘valve’’; (5) the transverse colie sphincter; (6) the 
pelvirectal; (7) the anus. 

In describing the ileocecal valve it can be said that it is formed by 
an intussusception of the end of the ileum through an opening into the 
cecum with an overdevelopment of a fold of mucous membrane at its 
end. The intussusception is, of course, slight normally and the valve 
normally should be competent, with the fold of mucous membrane drop- 
ping over the end of the ileum, so as to protect it against the gas pres- 
sure formed by the digestion resulting from bacteria in the large intestine. 

Dr. P. C. Coffey states that in some cases where there is marked 
constipation and gas dilatation of the cecum, a reverse peristalsis is 
set up, the normal intussusception thereby being reduced and the valve 
interfered with to such an extent that it allows the fetid gas of the 
large intestine to push back into the ileum producing reverse peristalsis 
in the small intestine also. Such patients, of course, have a great deal 
of distress. 

These eases have been ealled ‘‘chronie appendicitis’’ or ‘‘reeurrent 
appendicitis,’’ for want of a better name, and are generally known to 
the laity as ‘‘appendicitis’’ without qualification. The patients fre- 
quently make their own diagnosis. 

On studying the end results following the operation for such a con- 
dition as is usually performed, from the statistics of several well-known 
operators, I find that about 50 per cent to 60 per cent are permanently 
eured, 25 per cent bettered, and about 15 per cent to 25 per cent are 
not improved at all. At the hands of poor operators the percentage 
of failures must obviously be greater. 
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Up until about three years ago I had at least one-quarter or more of 
my cases return to me, and while they apparently were glad to be rid 
of their appendices, still I could not persuade them to say that they 
felt any better. I had removed the appendix, freed up a Lane’s kink, 
if it was present, attended to the mechanics of a Jackson’s membrane, 
plicated the cecum if necessary, and could not see why some cases made 
an excellent recovery and cure while others did not. 

I read a good many authors, experimented with glove fingers and 
rubber tubes, and finally came to this conclusion: That the fold, tri- 
angular in shape, containing some fatty tissue, which extends about an 
inch or more along the terminal end of the ileum, extending to the 
cecum, interfered with the proper function of the valve; that this fold 
kept the ileum from freely protruding into the cecum enough to allow 
the fold of mucous membrane to properly close the opening. Cunning- 
ham, in the last edition of his ‘‘ Anatomy,’’ calls this the ileocecal fold. 
It has been ealled the ‘‘ bloodless fold of Treves,’’ also, the ileoappen- 
dicular fold of Jonnesco. 

I therefore began to eut this fold in the following way: By placing 
an artery clamp on the ileal side and another on the cecal side, with 
a pair of scissors I eut right through to the junction of the ileum 
with the cecum. In other words, cut from the middle of the base of 
this triangular fold to its apex and tie off each free segment with cat- 
gut, and remove the clamps. There is little vascular supply in this 
fold. 

I now do this as a routine procedure in all cases of appendicitis 
that have not become gangrenous, and since the adoption of this 
little practice I have yet to have one patient return without benefit from 
the operation. 

Of course, there are several factors that might be considered in my 
ease. Practice makes perfect, and I probably disturb the patient less 
than I did some years ago. Possibly my diagnosis is better than it 
used to be, but still the results have been so markedly better in a suf- 
ficient number of cases now to make it worth while attributing the 
benefit to this act. 

I have suggested this method to three or four other surgeons, the 
idea appealed to them and once having started it they now feel that 
they have not completed an operation for appendicitis without cutting 
this fold. They agree with me that it is mechanically correct, and the 
results are bearing out my contention. 

I do not claim that this has never been done before, for probably 
it has, but I have never read of its being done as a routine. While 
it is a very little thing, still sometimes very far-reaching results come 
from simple acts. 
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THE USE OF LOCAL ANESTHESIA IN HANDLING SEPTIC 
CONDITIONS WITHIN THE ABDOMEN.* 
By Rosert Emmett Farr, M.D., MINNEAPOLIS, MINN. 
Attending Surgeon St. Mary’s Hospital 


BELIEVE it will be accepted as a fact that at the present time 

the use of local anesthesia is largely limited when dealing with sep- 
tic conditions within the abdomen to such operations as simple drain- 
age of abscesses, on the one hand, and on the other, to attempt saving 
cases in extremis in which the giving of general anesthesia would be 
especially hazardous in the surgeon’s judgment. My reasons, therefore, 
for presenting this message are as follows: 

First, I believe that limiting the use of local anesthesia to the classi- 
fications mentioned above is due in part to the failure of surgeons to 
realize the facility with which it may be employed. 

Second, I believe that the use of local anesthesia offers, in the major- 
ity of eases, a better chance for the patient. 

Third, I have offered this contribution in the hope that the recitation 
of some of the alleged advantages of the method in the presence of 
abdominal sepsis and in addition a more or less detailed description 
of the technie which has resulted in satisfaction in our hands, might 
be the means of bringing to a class of patients a greater degree of 
protection than they have had in the past. 

Problem Presented—The problem presented may be tritely stated as 
follows: The institution of surgical treatment in any given case of 
intraperitoneal sepsis demands conservation of the patient’s resources 
to the fullest extent compatible with meeting the surgical indications 
and this demand may, in certain instances at least, be best met by 
the employment of the local anesthesia method. In its final analysis 
the surgical treatment of acute, subacute and chronic intraperitoneal 
infections may be considered only an effort on the part of the surgeon 
to assist Nature, first in resisting infection and second in eradicating 
its results and causative factors. Such assistance is inevitably accom- 
panied by an attack upon the tissue of the patient which must neces- 
sarily further reduce his vital forces. Unfortunately also surgical at- 
tack is usually followed by general sequelae which are more or less 
depleting in their effects. 

Nature’s Efforts—In analyzing Nature’s efforts to meet the on- 
slaught of sepsis, the factor of rest stands out most prominently. The 
localization and isolation of the septic process by the laying down of 


*Read at the Thirty-sixth annual meeting of the American Association of Ob- 
stetricians, Gynecologists and Abdominal Surgeons, Philadelphia, Pa., September 19- 
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a defensive wall of immunity, combined with the development of gen- 
eral bodily defenses, are immediate and constant characteristics of Na- 
ture’s battle. Splinting of the abdominal muscles, decreased diaphrag- 
matic excursion, inhibition and later the reversal of peristalsis, the for- 
mation of viscero-visceral and viscero-parietal adhesions, obstipation, the 
posture assumed, general bodily rest and elimination from the economy 
of the products of sepsis with all possible dispatch, are technical points 
in Nature’s strategy. When local conditions permit, septic products 
are, through Nature’s efforts, drained through the abdominal wall or 
into some hollow viscus and Nature has, in this manner, saved many 
lives. Such evacuation of septic material is almost invariably acecom- 
panied by an improvement in the patient’s condition and while this act 
is practically always a late manifestation of disease and indicates, as 
a rule, that for some reason appropriate treatment has been withheld, 
the fact remains patent that, in instituting drainage, Nature has most 
carefully conserved the remaining resources and has not in the slightest 
degree reduced the patient’s resistance in carrying out this protective 
operation. On the other hand, it is perhaps impossible to apply surgical 
treatment or, in other words, to assist Nature surgically in its effort 
to combat sepsis without, at the same time, insulting and injuring the 
patient’s economy, both locally and generally, and while it cannot be 
denied that Nature must frequently be offered surgical aid, it is our 
duty when rendering assistance to imitate, as far as it hes within our 
power, Nature’s effort in carrying out the same procedure or in meet- 
ing the indications as best we ean. 

Medical Management.—Such factors as the intelligent assistance of 
Nature in the preoperative management, the time at which surgical 
intervention should take place, the operative procedure to follow and 
the amount of surgical manipulation to be employed have, of course, a 
most important bearing in the management of abdominal sepsis. 

Surgical Management.—The surgery of abdominal sepsis is practically 
always the surgery of necessity. Likewise the presence of sepsis always 
increases the hazard in a ease in which a surgical operation is to be. 
performed. In a broad sense, therefore, if we aecept the dictum that 
local is safer than general anesthesia, its use should offer us a means 
of meeting the demands here with greater safety, which becomes especial- 
ly important on account of the inherent increased risk. 

Disadvantages of the Method.—It must be admitted that the use of 
local anesthesia in abdominal sepsis presents certain disadvantages. 
Among the most important of these, speaking generally, is the increased 
likelihood of encountering psychie incompatibility, as it is well known 
that certain individuals develop an unfavorable mental attitude when 
afflicted with sepsis. Again the presence of sepsis offers locally a field 
which is decidedly more sensitive than normal, therefore demanding the 
most perfect anesthesia it is possible to obtain. Furthermore, the use 
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of local anesthesia restricts one’s operative maneuvers to a certain extent 
to one particular area. Whether the latter factor is a disadvantage or 
not will depend largely upon circumstances. Our preference has been 
to curtail our operative work as much as possible in the presence of 
acute sepsis at least. 

Advantages of the Method.—Some of the advantages (aside from its 
safety) of the local anesthesia method as we see them may be tabulated 
as follows: Speaking generally there is a lessened expenditure of phys- 
ical energy and the liability to bodily trauma is reduced. There is a 
greater opportunity for retaining fluids within the system and the tend- 
ency to postoperative complications affecting the lungs, heart, kidneys 
and liver is decreased. Locally, there is a better opportunity to con- 
serve energy and assist Nature by reducing manipulations and therefore 
local trauma. There is less tendency to soiling and less necessity for 
speed, allowing a more refined technic and more complete work. (As 
an instance of this latter point I might state that since our present 
technic has been, perfected we have not failed to find and remove the 
appendix in every case of acute or subacute appendicitis in which we 
have operated.) However, in acute abdominal sepsis operating by the 
fractional method has found splendid application, the different proce- 
dures often being looked upon as minor operations without great objec- 
tion on the part of the patient. After operation the principle of gen- 
eral and local rest may be carried out with more thoroughness when 
the method has been used. The manner of transporting the patient, 
the absence of nausea and vomiting, the exercise of the patient’s self-con- 
trol, all tend toward the conservation of vital forees. Loeally, the added 
possibility of rest during the early postoperative hours is one of the 
most marked advantages. The reduction of the tendency of the intes- 
tine to travel into and away from the septic field after an operation 
under local anesthesia is without doubt of the greatest advantage to the 
patient. 

The Manner of Applying the Method.—Following these generalizations 
it is my desire to illustrate in some detail the technie of the method as 
applied in the treatment of abdominal sepsis. Time will permit only 
the recital of a few general principles and perhaps the introduction of 
a sufficient amount of illustrative matter to make clear some of the im- 
portant steps in the necessary strategy to be employed. It is hoped 
that in presenting these principles and details certain of the advantages 
mentioned above may be elucidated. 

Former contributions have dealt with the extreme care with which 
patients should be handled when using the local anesthesia method and 
I ean do no more than reiterate the admonition that in general the ut- 
most caution should be used in handling the septie ease before, during, 
and after operation, carrying out all of the details demanded by a sim- 
ple ease with a superlative degree of attention. Fluids, anodynes and 
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hypnotics, careful transportation to and from the operating room, as 
well as a refined operative technic are especially indicated. 

The actual performance of an operation by the local anesthesia method 
in the presence of sepsis merits a more detailed discussion. One must 
bear in mind that in acute or subacute sepsis, at least, the patient may 
be in a highly nervous mental state and meet this condition by the 
judicial use of drugs, of which morphine is the most satisfactory. Most 
unfortunately this drug is often indicated for other reasons than the 
alleviation of nervousness and may thus be used for a two-fold purpose. 
One must not forget that every bodily movement may cause the patient 
local distress and that active or vigorous movements are often the means 
of disseminating septic collections to uncontaminated portions of the ab- 
dominal cavity. Again one must remember that it is quite impossible 
or impracticable to anesthetize completely the entire abdominal cavity 
by the means of local anesthesia and that when operating under this 
method one must most serupulously avoid manipulations which trans- 
mit painful impressions to unanesthetized areas. Certain factors must 
guide one in choosing the form of local anesthesia technic to be used. 
The feasibility of changing the position of the patient upon the operating 
table must be considered. Paravertebral and extradural anesthesia are 
for this reason often contraindicated. One must so plan and conduct 
all procedures that all overt acts may be prevented and see that emer- 
gencies resulting from inadvertance are not allowed to convert a method 
chosen for its safety into one which is, if anything, more dangerous 
than the method for which it is a substitute. 

It may be well to bring a fair proportion of these cases to the operat- 
ing room fairly well nareotized, although this is by no means necessary 
in most eases. Direct infiltration or infiltration block along or near 
the line of incision is the method of choice. Every precaution is taken 
to inhibit entirely the muscular reflexes. Provision is made for tilting 
the patient into any desired position by means of the worm drive 
mechanism without delay, commotion, or added discomfort. Retrac- 
tion of the elastic type is used. Perfect exposure and illumination are 
insisted upon, the cooperation of the patient is engaged and pressure 
and unnecessary traction avoided. Suction replaces sponging and the 
opportunity to reduce the spread of the septie process during and after 
operation, which the use of the local anesthesia method offers, is util- 
ized to the fullest extent. 

For the purpose of illustration it may be well to consider meeting 
the surgical indications of some of the various types of abdominal sep- 
sis—aeute, subacute and chronic, by the local anesthesia method. Ob- 
viously only a few leads can be presented, as a description of the 
method of treating even a small percentage of the septie conditions 
found within the abdomen is far beyond the scope of this paper. 

For the purpose of illustration we may consider appendiceal abscess. 
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lf possible the abscess is drained through an incision made through a 
directly infiltrated area. The vaginal, rectal or abdominal wall may 
be incised. In ease the abscess is opened through the abdominal wall 
the gridiron incision is made and two pairs of number four retractors 
inserted. The pus is evacuated by suction and following this 
the appendix most carefully searched for. It will always appear 
in the wall of a primary abscess and when found, its base and mesen- 
tery may be clamped and ligated, or the clamps only may be applied 
and allowed to remain in situ for a day or two. 

Should one find it necessary to traverse the free peritoneal cavity 
the following technic is to be recommended: The abdomen is opened 
as above and the retractors inserted, after which one leaf of the ab- 
dominal wall is gently but firmly elevated by means of a strong flat 
retractor, and a number of long narrow salt sponges inserted 
until the free cavity is completely protected. The wall adjoining the 
abseess is next elevated and a subperitoneal infiltration made along a 
line beneath which the adherent bowel is to be separated, after which 
the abscess is opened and dealt with. After evacuating the abscess 
the abdominal wall is once more elevated and the gauze packs with- 
drawn, in an order the reverse of that in which they were intro- 
duced. During this procedure the omentum will usually be attracted 
into the field and we advise anchoring it in the most protective position 
by means of a few catgut sutures. This technic may be applied to an 
abseess of any variety loeated within the abdominal eavity. It may 
generally be accomplished without pain and with the minimum hazard 
to the patient. 

The silent field, the absence of visceral exeursion and the avoid- 
ance of haste are marked attributes of the local anesthesia method 
during operation, but its greatest advantage presents during the post- 
operative period. 

Thus after completing a most painstaking operation which offers to 
the crippled patient the maximum protection, both generally and locally, 
there seems to be no question that the conditions following an opera- 
tion under local anesthesia leave the patient in the most ideal status 
to meet the indications. There is less depletion. The lungs are clear. 
The heart, liver and kidneys have been injured to a less degree. The 
patient is conscious and able to cooperate and thus ean control bodily 
movement. Therefore there is no tossing about, no struggling, no accei- 
dental removal of dressings or drains, no inadvertent ingestion of food 
or of water. To my mind, however, the greatest advantage offered 
by the local anesthesia method in these eases relates to the actual field 
of operation. Visualize, if you will, the local conditions within the 
abdomen at the completion of a skillfully performed operation carried 
out along the lines detailed herein. Ordinarily with the viscera remain- 
ing in the exact relations in which they were left at the completion of 
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the operation only slight opportunity is offered for the spread of infec- 
tion beyond the immunized field. The assistance required by Nature 
has been contributed with the maximum protection to the organism 
and the minimum of local and general trauma. 

On the other hand, can we, when general anesthesia is used, feel 
assured that the viscera will remain in the approximate relations they 
occupied at the completion of the operation? Repeated vomiting and 
retching and even a moderate amount of bodily movement will have a 
tendency to carry infection from one part of the abdomen to another 
through the to and fro excursion of the small intestine and omentum. 
The assurance that one may, in a large percentage of cases, avoid or 
greatly reduce the chances of spreading infection is therefore consid- 
ered of the utmost importance. 

As an instance of acute abdominal sepsis perforated uleer may be 
mentioned. The manner of handling these is extremely simple as a 
rule, under the local anesthesia method. Adequate blocking of the 
abdominal wall causes a most remarkable relaxation as well as a cessa- 
tion of pain. Negative pressure is easily obtained. Finding of the 
uleer is usually not difficult and the appropriate procedure may usually 
be carried out without adding general anesthesia. Acute appendicitis, 
choleeystitis and salpingitis are amenable to treatment by the same 
method. 

More chronic conditions, where adherent masses are to be dealt with, 
may be found somewhat more difficult to manage and yet with perfect 
relaxation, proper tilting of the operating table, visualization, gentle 
severing of adhesions as they are encountered, and a utilization of the 
principle of releasing the pathologie masses before attempting to ele- 
vate them, it is surprising how much may be accomplished with local 
anesthesia in the treatment of subacute and chronic infectious processes. 

In conclusion therefore, may I suggest that the many advantages of 
the local anesthesia method be more often offered to patients who are 
afflicted with abdominal sepsis, and in closing may I express the hope 
that the suggestions offered in this paper may aid others to some degree 
in coping with these problems which demand every artifice which sur- 
very can produce. 


1645 HENNEPIN AVE. (For discussion, see page 213.) 


THE TIME FOR OPERATION IN ECTOPIC GESTATION* 


(A Preliminary Study of the Action of the Systolic Pressure in These 
Cases. ) 


By Tuurston Scorr WELTON, M.D., F.A.C.S., Brooktyn, NEw York. 


he it not my purpose to reopen the debate regarding the advantages 
or disadvantages of the immediate or delayed operation in ruptured 
ectopic gestation. I wish to give a resumé of my records of the action 
of the systolic pressure in the various degrees of shock complicating 
ruptured extrauterine pregnancy, and to draw certain deductions from 
our observations. 

For this purpose ectopics may be divided into four general groups: 

1. Those cases in which a positive or tentative diagnosis of unrup- 
tured ectopic has been made. The patient is in the non-tragic stage. 
The systolic pressure is not affected. 

2. (a) Those cases in which rupture or tubal abortion has occurred, 
not accompanied by shock. The systolic pressure shows a gradual 
decline. 

(b) Cases of ruptured ectopic, with the patient in moderate shock. 
The systolic pressure ranges from 80 to 95. : 

3. Cases of exaggerated types observed in subheading ‘‘b’’ of 
Group 2. The shock is severe; the patient is often moribund. The 
systolic pressure ranges from 0 to 50. 

4. Here the diagnosis is made from the history and at autopsy. 
The history is obtained from others than the patient. The patient 
suddenly felt a sharp, cutting pain in her pelvis, fainted, remained 
unconscious, and died before aid could be rendered. 

The type of case most frequently seen is that of the patient in shock 
with a systolic pressure between 80 and 95. In the large majority 
of instances the blood loss is not proportionate to the degree of shock 
exhibited. It is not the amount of the hemorrhage, per se, that is re- 
sponsible for the shock, but adjunct factors. We have noted this 
clinical fact many times at operation. 

Under appropriate treatment—the usual measures employed are rais- 
ing the foot of the bed, applying heat and abdominal compression, and 
administering morphine—the systolic pressure rises. Under favorable 
conditions the pressure reaches 105 to 115. It is very rarely that 
the pressure fails to respond under treatment. If the pressure is per- 
mitted to rise higher than 115 the sealing clot in the rent tube 


*Read at the Thirty-sixth Annual Meeting of the American Association of Ob- 


stetricians, Gynecologists and Abdominal Surgeons, Philadelphia, Pa., September 19- 
21, 1923. 
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Fig. 1.—The usual picture of the systolic pressure in ruptured ectopic, in shock 
but with moderate hemorrhage. In six hours the pressure rose from 85 to 110. 
Operation was done with recovery. 
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Fig. 2.—The pressure rose to 100 at which point it remained for two hours. 
Operation with recovery resulted. 
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Fig. 3.—An example of permitting the systolic 
The sealing clot was disturbed, active hemorrhage followed. 
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Fig. 4.—Patient in shock responded to treatment. 
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may be disturbed with renewed hemorrhage and shock. When this 
occurs the pressure takes a sudden drop. It has been noted that the 
pressure will rise, in some cases, and then remain stationary. It is a 
fine point to determine how long to watch a patient with a stationary 
pressure; it is a good rule to wait not longer than two hours. A 
pressure will rise, reach its maximum point and then slowly begin to 
fall. This means a slight blood leak, the forerunner of what might 
be an excessive hemorrhage. 

In the cases observed in Group 3 the patient is pulseless, her initial 
systolic pressure may be anywhere from 0 to 50, and she is in every 
sense moribund. The temptation is great to do something at once. 

Under treatment the rise in pressure is never more than 20, in 
those cases in which the initial pressure read 50, or thereabouts. 
In the moribund cases, in which no systolic pressure can be elicited, 
only under the most favorable conditions will the pressure rise to 
45. But we have noted that after even a slight rise in pressure the 
patient is in an improved condition, and although not definitely in the 
non-tragie stage, is not in the severe state of collapse when first ob- 
served. Even after a rise in pressure these patients are poor operative 
risks. Many who survive the operation do poorly postoperatively, and 
succumb from a variety of causes. 

As recorded in the pressure findings in Group 2, the pressure in 
these cases may rise to remain stationary, or rise and then begin to 
decline. 

Unlike the majority of reporters we do not operate upon any patient 
immediately, if in the tragic stage. By ‘‘we’’ I mean the group in 
Dr. J. O. Polak’s elinie, Dr. H. B. Matthew’s clinic, and Dr. C. A. 
Gordon’s elinie. I quote these workers as they are in our personal 
group. We continue to practice the so-called ‘‘delayed operation’’ for 
the simple reason that it has given excellent results. 

We do not sit by and watch the patient’s life ebb away, as described 
by so many writers. Instead we use the familiar measures to combat 
shock, and carefully follow the findings. Blood pressure, hemoglobin, 
and pulse readings are frequent and the rule. This waiting is not a 
matter of days but of hours. 


In the eases common to Group 2 we wait until the pressure has 
reached 105 to 115. To us this means the woman is in the non- 
tragic stage. It has been found dangerous to permit a further rise in 
pressure as the clot is pushed loose and further hemorrhage ensues. 
A falling systolic pressure in a patient not in shock means hemorrhage 
and immediate operation is our procedure. 

A pressure that rises and then remains stationary calls for clinical 
judgment. How long shall we wait? It is a safe workable rule to wait 
about two hours, and if there is no further rise in the pressure, operate. 
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Fig. 5.—Patient severely shocked. Moderate blood loss. Patient not in tragic 
stage at time of operation. 
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Fig. 6.—A diagnosis of unruptured ectopic pregnancy was made ‘in a physician's 
office. After entering hospital rupture must have occurred. There was no shock. 
The systolic readings showed a steady decline. Operation was done with recovery 
of the patient. 
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Likewise, in a pressure that rises and then begins to fall, immediate 
surgery is our custom. 

In cases of the type in Group 3, it is not safe to wait two hours in 
a pressure that remains stationary after a persistent rise. Operation 
without delay is paramount. In a pressure that rises and then begins 
to fall, immediate operation should be done. 

From clinical observations in ruptured ectopic certain postulates can 
be enumerated : 

1. A woman with a ruptured ectopic either dies almost immediately, 
before aid can be rendered, or remains in a state of shock often amenable 
to treatment. 

2. Some die not of the hemorrhage, but of the shock which follows 
the hemorrhage. 

3. Shock with a systolic pressure of 90 or above is often the 
result of the injury and not the amount of hemorrhage which has 
oecurred. 

4. A patient moribund, with a systolic pressure of 50 or lower 
has had excessive hemorrhage in addition to the injury. 

5. If a patient does not die at the time of the initial rupture, but 
responds to proper treatment, the point of rupture has sealed itself 
and hemorrhage is checked. 

6. Treatment will aid in overcoming the state of shock to a certain 
degree, and so make surgery a safer procedure. 

We believe a misunderstanding is the cause of much debate regard- 
ing the time of operation—early or delayed. Many men claim they 
operate early, the patient is in severe shock, when, as a matter of fact, 
they do no such thing. 

We have studied records of such types of cases. For the most part 
they are without scientific value. An example will suffice for all. 

A woman is brought to the hospital, and the interne or resident 
makes a diagnosis of ruptured ectopic. The patient is in a state of 
shock; the usual work-up is attempted. The history is obtained from 
a relative or friend ; the pulse, temperature and respiration are recorded. 
Also, is recorded on the chart the hemoglobin, a differential blood count, 
and the blood pressure. The patient is placed in the Trendelenberg 
position, heat applied, morphine administered and the attending sur- 
geon is notified. He responds to the eall—sometimes half an hour, 
or an hour and a half later. He examines the patient and accepts the 
interne’s or resident’s findings, the operating room is prepared and 
operation is done. Prior to operation no further hemoglobin or pres- 
sure readings are taken; the woman recovers. The ease is recorded 
as one operated upon while in the tragie stage. Who knows but what 
in the interim between the first pressure reading and the time of opera- 
tion the shock did not abate, and the patient passed from the tragic to 
the non-tragie stage? Surely such a case is without value for study. 
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Fig. 7.—This is an extreme example of a ruptured ectopic, pulseless and moribund. 
She reacted to_ treatment. The pressure rose from 0 to 40, then began to fall. 
Operation was hastily done. Patient died three hours postoperative. 
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Fig. 8.—This patient was in severe shock. Operation revealed the hemorrhage 
was excessive. She responded, as shown by the systolic pressure chart, to treatment, 
and was operated upon with satisfactory results, 
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Which brings us to the observation, based on a study of hospital 
records, that too little work is attempted in these cases. We hear much 
talk about repeated pressure readings, but few practice what the) 
preach. Until frequent, systematic pressure readings are done, hemo- 
globin percentages obtained, and the pulse recorded, we will have clin- 
ical reports of no practical worth. 


CONCLUSIONS. 


1. One gains nothing by operating while a patient is in shock. 
2. Ifa patient does not die at the time of her initial collapse, it de- 
notes she will respond, to a certain degree, to measures in treatment. 

3. All ectopices in shock should be given a trial to demonstrate what 
they can do by way of a recovery. This is well shown by systolic 
pressure readings. 

4. In all unruptured ectopics surgery is the rule. 

5. In a pressure that continues to fall, in spite of treatment, sur- 
gery is imperative. 

6. In a pressure that reacts to, at the maximum, 115 operation 
is indicated. 

7. In a pressure permitted to return to normal limits the sealing 
clot may be disturbed and renewed hemorrhage and shock occur. 

8. In the moribund type of ease, with an initial pressure of 50 
or lower, the rise, under treatment; is never back to normal limits. 

9. A pressure that rises and then remains stationary calls for sur- 
gery. The time we wait while a pressure remains stationary depends 
upon the type of case, and is governed by the experience of the operator. 

10. Any pressure that rises and then begins to fall calls for imme- 
diate surgery. 

11. The action of the systolic pressure is a good index of the pa- 
tient’s condition. 

12. Reeords, to date, are for the most part unreliable, as inadequate 
clinical data have been recorded. 
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BLINDERS WANTED IN SURGERY* 
By Rosert T. Morris, M.D., F.A.C.S., New York, N. Y. 


HE third or pathologie era of surgery emerging from the second 

or anatomic era possessed the vices of its virtues. The eagerness 
of the surgeon to dispose of bacteria and their products allowed him 
to forget the patient. His interest was centered more distinctly upon 
a newly acquired art based upon a fascinating revelation in science 
that related to the microbe and its works. 

When we opened the abdominal cavity it seemed desirable to ‘‘ex- 
pose all of the pathology”’ according to a colloquialism which became 
current and like many other phases ran a malignant course. We forgot 
what a patient might do with his own internal resources and we de- 
liberately and conscientiously set to work to remove bacteria and their 
products from the peritoneal cavity. Now if we stop to think for a 
moment and if in addition to thinking we try out the practical plan 
of pouring a pint of milk into the peritoneal cavity and then try to 
wash it or wipe it out we shall be brought face to face with a reali- 
zation of the fact that we are washing or wiping the patient’s life 
away with no possibility of our getting the last drop of milk that is 
spread over the peritoneum. 

If we remember further that pus in the peritoneal cavity is fre- 
quently sterile or nearly so and that bacteria are at work in the 
tissues rather than in the pus itself we shall be pleased to remember 
what we already know. It was this matter of ‘‘exposure of all 
pathology’’ under the protection of aseptic methods of work and 
of kindly anesthesia which allowed the surgeon to see too much. 
It introduced the need for the use of blinders in surgical work. Some 
of our patients with appendicitis abscess recovered without surgical 
operation at the hands of old-time physicians who did not believe in 
operations for this disease. The mere fact of recovery of a single 
one of these patients called for explanation. Having arrived at this 
explanation we were then in a position to see if some principle could 
not be evolved which would be applicable for more eases of the same 
sort, in whole or in part. As a matter of fact the surgeon’s work in 
these cases consisted in his becoming a diplomat and making ecompro- 
mise between Nature’s methods and his own skillfully applied art. 

The surgeon who employed the testimony furnished by the recovery 
without operation of an appendicitis patient with abscess and who 


*Read at the Thirty-sixth annual meeting of the American Association of Ob- 
stetricians, Gynecologists and Abdominal Surgeons, Philadelphia, Pa., September 19- 
21, 19238. 
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carried this up to the fixed point of a new principle found himself 
born into a new era in surgery. The new era was the fourth or 
physiologic era of surgery. In this era the patient was given ‘‘home 
rule,’’ in other words is turned over to his own natural resources with 
the least degree of surgery which will suffice for that purpose. 

During the height of development of the third or pathologie era 
(the surgeon seeing too much and needing blinders), appendicitis 
patients with wide infection were being treated in Boston by mul- 
tiple incisions and extensive use of gauze drains inserted between 
loops of bowel, after removal of pus or infected peritoneal content. 
In Baltimore at the same time patients were actually being evis- 
cerated for the purpose of allowing a thorough wiping, washing and 
otherwise cleansing of the peritoneum. In New York at this same 
time patients of the same sort were being treated with short incision, 
rapid operation with insertion of a small drain and then the appli- 
eation of the Alonzo Clark opium treatment in eases in which that 
was desirable. 

As an advocate of this fourth or physiologic era in New York I 
found it difficult to obtain a hearing. Statistics were questioned. 
It was believed by some that eases selected with a view to favorable 
report had been used for statistics. There is always somebody who 


knows. It is this ‘‘somebody who knows’’ who brought about a 


compromise between methods employed in Boston, Baltimore and 
New York. 

At the J. Hood Wright Hospital in New York where surgeons who 
‘‘saw too much’’ in appendicitis cases with complications had a 
death rate of 31 per cent, Dr. L. W. Hotchkiss was the first to make 
a complete abrupt change over to the fourth or physiologie era in 
surgery. He then had a run of 76 appendicitis cases without a death, 
these cases being of the same sort as those which previously furnished 
a death rate of 31 per cent by third era methods. 

Pyosalpinx furnishes another object lesson for contrast between 
the methods of the third era and fourth era of surgery. According 
to methods of the third era, when surgeons ‘‘saw too much’’ of 
ragged adherent tubes with dammed pus and often with other abscess 
formations in the pelvie cavity they did devastating work by remov- 
ing the damaged tubes and ovaries. They did not stop to remember 
that a testicle and epididymis, the site of acute orchitis, would have 
presented quite as bad looking a spectacle had it become the custom 
to eut down or remove such testicles as promptly as ovaries and 
tubes were being removed. Men objected to testicles being cut out. 
Women did not seem to mind losing their ovaries and tubes. Some 
third era surgeons in addition to removal of ovaries and tubes went 
still further, and said that the uterus being infected, and of no further 
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service might as well be removed also, making a clean job of the 
whole thing. Fourth era surgeons did nothing of the sort. They 
taught that infected tubes freed from adhesions should be split open 
lengthwise, sutured to the anterior abdominal wall and then allowed 
to drain externally while the patient was being treated with vaccines. 
Hygroseopie and astringent tampons were at the same time to be 
employed in the vagina. 

At the end of some weeks or months when the patient had quite re- 
covered from infection a small secondary operation would suffice for 
freeing the tubes which had been fastened to the anterior abdominal 
wall. At the time for this secondary operation it was sometimes found 
that the tubes had freed themselves, that tubes which had been split 
wide open in their entirety had not only become round again but that 
fimbriae had developed where no fimbriae were to be detected at the 
time of the original operation. Pyosalpinx then furnishes one of the 
best object lessons in relation to the need for the wearing of blinders 
by surgeons of the third era who have not moved up to the principles 
of the physiologic era of surgery. 

Typhoid perforation of bowel or acute perforation of gastric ulcer 
allow still further striking contrast between the methods of the two 
eras. 

In acute perforation cases third era surgeons felt that they must 
open the abdomen widely, wash or wipe out escaped visceral con- 
tents and then do an ideal operation by closing the perforation for 
patients who were in no condition to bear any such attack of surgery 
at such a time. 

The fourth era surgeon, on the other hand, in eases of acute visceral 
perforation, makes a very quick operation, sometimes with local anes- 
thesia only and through a small incision introduces a drainage device. 
He then places the patient upon treatment which will conserve natural 
resources, postpones the time for an ‘‘ideal operative procedure’”’ to 
a time when the patient is in condition to stand up under such an at- 
tack and this time in fact may never come. In some eases a good 
recovery occurs under the guidance of the patient’s own protective 
resources. 

Even in the simple matter of wound dressings the difference between 
third era methods and fourth era methods would seem*to indicate that 
blinders would often be desirable. One who observes the house 
staff or the nurses of a hospital washing and wiping pus away from a 
wound, sometimes even going to the extent of using the injurious perox- 
ide of hydrogen, will be impressed by the fact that new repair cells are 
being sacrificed upon the altar of the idea of gross cleanliness. 

Wounds undergoing repair are seldom to be washed or wiped. They 
are to be treated by dressings which will absorb and spread discharges 
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safely. Every care is taken to avoid injuries to new repair cells with 
germicides or with irritating dressings. 

Blinders are wanted for nurses and assistants in the daily round 
of new dressings quite as much as they are wanted where third era 


surgery allows the operator to see too much. 
114 EAST FIFTy-FOURTH STREET. (For discussion, see page 216.) 


THE USE OF X-RAY THERAPY IN DISTURBED 
MENSTRUATION* 
By A. J. Roney, M.D., New Yor«k City 


HE efficacy of x-rays in the treatment of fibroid tumors of the 

uterus is well-nigh established ; in fact, there are gynecologists who 
advocate x-ray therapy in all forms of fibroid tumors of the uterus. 
While I do not hold such views, still I believe that x-ray therapy 
should be employed for patients suffering from fibroid tumors of the 
uterus, in whom there is a contraindication for operation. Patients, 
suffering from uterine fibroids, who have organic lesions of the kid- 
neys, or who suffer from circulatory disturbances, or who are not 
good operative risks because of the location of the tumors, should 
not be subjected to surgical operation. Our statistics for hysterec- 
tomy will greatly improve if we eliminate those patients who are 
considered poor risks even by the most expert surgeon. 

In reviewing my own statistics of uterine fibroids for the past 
three years, I find that in nearly 30 per cent of the patients I advised 
against surgical interference because of some definite contraindica- 
tion and treated them with deep x-ray therapy. Invariably, good 
results were obtained; that is, the bleeding was controlled and the 
pain diminished. In only four patients was I compelled to remove 
the tumors, because the bleeding returned after it had stopped for nine 
months or longer. One patient bled so profusely that she became ex- 
sanguinated, and I had to resort to a number of transfusions before 
I operated on her. 


It was Lengfellner, and later Halberstadt, who first demonstrated 
the greater sensitiveness of the ovary to the rays, and that menstrual 
changes are produced by radiation of the generative organs. This 
led to the use of x-ray in the severe types of dysmenorrhea in order to 
stop obtaining the cessation of the menstrual function completely. 

It is now not uncommon to utilize the rays for the purpose of produc- 
ing temporary or permanent sterility, especially in patients in whom 
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there exist definite contraindications for pregnancy. Such patients 
are very often spared the ordeal of a surgical operation. 

When the effect of the rays upon the ovaries was fully established 
and its use to stop the function of menstruation was universally 
adopted, some investigators gradually extended its use to milder 
forms of menstrual disturbances and, by developing a finer technic 
for its application, have succeeded in modifying some of the so-called 
functional menstrual disturbances, like menorrhagia or even metror- 
rhagia, in women between the ages of twenty-five and thirty-five years. 

During the past year I had a most striking experience of the effect 
of radiation in a ease of prolonged meno- and metrorrhagia: 

Mrs. 8. B., thirty years of age, had been married nine years, was never pregnant. 
For seven months she was spotting and staining irregularly; five days was the 
longest interval that she did not stain or spot. Vaginal examination disclosed no 
abnormalities of the genital tract; the uterus was normal in size, shape, and posi- 
tion, but of a somewhat hard consistency. She was curetted after she had bled for 
four months, but was not relieved. The bleeding still continued and she was 
advised to have a hysterectomy. 

She came to see me after she had been bleeding for seven months. I suggested 
to her that, before she decided to have a hysterectomy performed, she should give 
deep x-ray therapy a trial and that, if the bleeding still persisted, she could always 
have the uterus removed. After four applications of the rays the bleeding ceased 
and the menstrual flow did not appear again. Four months later she called again 
and upon examination I found her two months’ pregnant. The pregnancy con- 
tinued normally and she was delivered spontaneously of a living male child, weigh- 
ing eight pounds four ounces. 


How the rays acted in this ease I do not know, and I believe the 
most learned of physicists would find it difficult to explain. 

As experience with x-ray therapy increased, it was found that the 
effect of the rays upon the ovarian tissues differed, that their action 
depended to a great extent upon the mode of application and the dose 
administered; that a massive dose highly concentrated would destroy 
the ovarian cells, and that a smaller dose would only modify the 
function of the ovarian cells. Furthermore, a very small dose, prop- 
erly applied, would in some instances stimulate the ovarian cell and 
even cause greater proliferation. This led to the idea of the use of 
stimulating doses of the rays in menstrual disturbances, which are 
supposedly caused by deficient ovarian secretion. 

Clinically there is a definite group of patients, who are classified 
under the heading of ovarian dysfunction. They menstruate once in 
two or three months; the flow is seanty and lasts but a day or two. 
These patients are usually sterile and some form of eystie degeneration, 
both macroscopically and microscopically, has taken place in such 
ovaries, with the result that there is not a sufficient quantity of 
ovarian structure left to carry on the function of menstruation 
properly. 
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Such patients usually tax all the resources of the gynecologist. We 
have very little at our command which will help to cure these cases. 
Occasionally some combination of organic extracts will help to im- 
prove the menstrual function, but the improvement is temporary only. 
Tonics and regularly prescribed exercises sometimes help the anemic 
and chlorotic women, but as a rule these patients do not improve and 
menstrual function remains the same. 


During the past year I selected a number of patients, who suffered 
from irregular and scanty menstruation, and referred them to an 
expert radiologist, Dr. I. S. Hirsh, of Bellevue Hospital, for stimu- 
lating doses of x-ray. Every patient was carefully examined by me, 
and the findings of these cases were sent with the patient. I believe 
this is necessary, for it is important that the radiologist should have 
a proper conception of the condition of the genital organs before he 
institutes treatment. 


It is difficult to convince patients to take this treatment, because 
they fear it will stop their menstrual function; in fact, they are so told 
by their family physicians. However, I succeeded in convincing thir- 
teen patients that no harm would result to them from this treatment. 
I must admit the radiographer and I were not too enthustistie about 
it. It was still an unexplored field, especially in this country; only 
a few seattered reports appeared in the literature of favorable re- 
sults obtained by this method of treatment. Fortunately the result 
obtained in the first patient warranted a further trial of the treatment. 


This patient was twenty-one years of age, married four years, and began to 
menstruate at fourteen, every month, four to five days’ duration. At the age of 
sixteen she began to menstruate every two or three months and gained a great deal 
of weight. She came to see me February 7, 1923, giving a history of menstruating 
last, on December 5, 1922, and before then in August of the same year. After four 
treatments she menstruated February 15, for three days, and had no pain. She 
menstruated again March 21, for three days, and the flow was more profuse. Since 
then she menstruated regularly every five or six weeks. 

The second patient did not respond to the treatment. 


The third patient reacted well. She was thirty-four years of age, married nine 
years. She was sterile for five years, then became pregnant, and I delivered her 
of a living baby four years ago. She consulted me October 25, 1922, because she 
had not menstruated for one year. I gave her the organic extracts in various com- 
binations, but they did not benefit her. On February 19, 1923, she called to see 
me again, as she still did not menstruate. I then referred her for x-ray and after 
two treatments she began to menstruate. The menstrual flow reappeared March 
29, and lasted until April 3, and she has menstruated regularly since then. 

Case 4 did not respond to treatment. 


Case 5, Mrs. A. B., twenty-seven years old, had been married three years, and 
menstruated regularly every month, five days’ duration. She became pregnant two 
and one half years ago and aborted at the end of the third month. She came to 
see me March 26, 1923, with the history that she had not menstruated since August 
21, 1922, five days’ duration. She was treated a number of times for about two 
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weeks. She menstruated twice at regular intervals, subsequent to the treatment, and 
we have not heard from her since. 

Case 6 did not respond to treatment. 

Case 7 presented an unusual history: She was twenty-four years old, married 
four years, and began to menstruate at fourteen, irregularly, every two to four 
months for two or three days. For eighteen months prior to her marriage she 
did not menstruate. Menstruation reappeared, soon after she married, at irregular 
intervals of two or three months. She came to see me March 14, 1923, giving a 
history of having not menstruated in four months. Vaginal examination revealed 
a normal vaginal vault, the cervix conical and small, body of the uterus not well 
developed and of a hard consistency, the right ovary prolapsed and tender, and the 
left ovary apparently normal. On June 28 she wrote to me as follows: ‘‘I am 
writing to let you know that my monthly period appeared on May 29, and I had 
it again on June 23, three days each time. I have a great deal of pain in the 
abdomen and back for three days before the flow appears.’’ She came to see me 
again on August 20, and said that she menstruated regularly every twenty-eight 
to thirty-one days. 

Case 8 did not respond to treatment. This patient is twenty-nine years old, had 
been married two and one half years, and never pregnant. She began to menstruate 
at fourteen, every two or three weeks, at the age of sixteen the menstrual flow 
began to appear every three or four months. After her marriage she became still 
more irregular, and at one time she did not menstruate for six months. Vaginal 
examination disclosed underdeveloped genital organs. 

Case 9, Mrs. F. K., twenty-one years old, had been married three years, had a 
baby at full term two years ago, which died of spinal meningitis at the age of 
eighteen months. On January 18, 1923, I saw her in consultation. She gave a his- 
tory of having menstruated nine months ago, and both the patient and her physician 
thought she was pregnant and due to be delivered in February. Upon examination 
I found the uterus small and easily palpable, and there were no signs of pregnancy. 
On February 26, she was spotting and staining two days, and again on May 3 
she spotted for a day or so. She called to see me May 26, and TI advised her to 
be treated by radiation. After receiving two small doses of x-ray, she began 
to menstruate regularly. She last reported July 28, stating that she had menstruated 
regularly twice after the radiation. 

Case 10 did not answer to our many inquiries. In Case 11 no result was 
obtained. Cases 12 and 13 did not respond to treatment, but in case 13 the treat- 
ment has been given too recently to form final judgment. 


As will be seen from the above, five patients have definitely im- 
proved under this form of treatment, the menstrual function having 
been reestablished, and is normal as to time and duration. One pa- 
tient had not menstruated 18 months prior to the treatment. 

I believe these results warrant the use of stimulating doses of 
x-ray therapy in patients who suffer from menstrual irregularities 
eaused by ovarian dysfunction. The cases must be carefully selected 
by the gynecologist and the treatment must be given by an expert 
radiologist. I am certain that our next series of cases will show 
better results, because the radiologists will learn to gauge the dosage 
and mode of application much better to suit the individual ease. 


345 West EIGHTY-EIGHTH STREET, (For discussion, see page 217.) 


LESIONS OF THE CERVICAL STUMP OF A SUPRAVAGINALLY 
ABLATED UTERUS* 


By Francis Reper, M.D., St. Louis, Mo. 


VERY surgeon in exercising the conventional conservatism in his 
operative work, a dictum in surgery that must command the re- 
spect of every hand that wields the scalpel, should be properly cog- 
nizant of the consequences his conservatism may levy upon the future 
welfare of his patient. There are instances in the surgeon’s work 
when conservatism practiced to the best of his ability may prove the 
worth of his wisdom, and again there may be instances when such 
conservatism may disprove the erudite conceptions of the operator. 
In giving expression to these sentiments I have in mind that ana- 
tomically insignificant part of the uterus, known as the portio vagin- 
alis. What this neck-like portion of the womb lacks in anatomic 
importance is wonderfully compensated for by its physiologic function. 
When in a state of health, the ‘‘portio’’ is perhaps the least con- 
sidered anatomic structure in the body, but when diseased its pathol- 
ogy arouses an interest of the keenest nature. And it may well be so, 
for the convincing evidence is clearly shown in the fertility of its soil 
for malignancy. Although other diseased conditions depicting fea- 
tures of an infectious process either acute or chronic, such as follicular 
or papillary erosion, hypertrophy and hyperplasia, cervical endocer- 
vicitis with its resultant cystic degeneration and the sequential ec- 
tropion of a childbirth trauma, constitute concrete clinical entities of 
pathogenic potentialities, none of these conditions, however, presents 
the grave aspect of cancer of the cervix. 

There is no doubt that the enumerated lesions initiate a cervical 
malignancy whenever the biogenic balance becomes sufficiently dis- 
turbed. In these instances the solution of anticipating the development 
of a cancer by instituting the proper measure for a cure, is clear. 

During the past year my thoughts have been stimulated by a sub- 
ject that has found rather decisive expression in the valid opinions of 
Dr. J. O. Polak, viz.:—the total removal of the uterus instead of a 
supravaginal amputation in cases of a myomatous growth in the body 
of that organ. 

I have met with three cervical stump lesions demanding removal 
during the past year. Two were cancer and one a myoma of the cer- 
vix. Of the malignant cases the patients were respectively fifty-eight 
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and sixty-two years of age. In both patients a supravaginal amputa- 
tion for myoma was performed. In the patient fifty-eight years old 
the uterus was ablated supravaginally eight years ago, and in the 
patient sixty-two years of age, seventeen years ago. 

The patient with the cervical myoma was thirty-six years old. Three 
years after an operation for a uterine fibroid in which the supra- 
vaginal amputation was performed this patient presented herself with 
a cervical myoma of the posterior lip the size of a billiard ball. 

Dr. Polak supports his argument by referring to a number of cases 
of cancer developing upon the remaining cervix years after the pri- 
mary operation had been performed. It is reasonable to assume that 
such an argument is deserving of serious consideration. When it is 
a known fact that cancer of the cervix is a very common disease, that 
it is more frequent even than eancer of the breast, and is the chief 
cause of the greater prevalence of cancer in the female than in the 
male, there remains the inference that a total removal of the uterus 
would be the proper procedure whenever a myoma of the uterine 
body demanded removal of the abdominal portion of that organ. 

Such a procedure has its appeal and no doubt meets the approval of 
the surgeon in cases where the cervix gives evidence of disease, or in 
a subject that presents a predisposition to cancerous disease, as may 
be elicited from thé family history. 

That the operation of total hysterectomy for a myoma of the body 
of the uterus, the cervix being healthy, will ever meet with general 
approval, must be doubted. 

There are objections to a total ablation, and although these objec- 
tions may be responsible for a disaster in the future, a situation that 
will, however, always be problematic, they serve at least for the pres- 
ent a highly satisfactory reason for not sacrificing the entire organ in 
some cases of uterine myomata. 

Operation for uterine tumor is today performed by every casual 
operator, and of casual operators there are many. When I look back 
upon my hospital interne days and recall the keen spirit and steeled 
tension the master surgeons evidenced when about to perform a hys- 
terectomy, I cannot wholly suppress my feelings at the indifferent 
attitude taken by many operators of today, who in an apparently non- 
chalant manner undertake to perform this operation. 

We can be assured with convincing certainty that, under the cir- 
cumstances, a routine complete hysterectomy would show a rise in 
the mortality rate, and the number of nonfatal injuries to the bladder, 
ureter and rectum would be proportionately increased. In the less 
complicated cases a hysterectomy may, even in the hands of the aver- 
age operator, be not difficult to perform, but frequently perplexing 
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situations are met with which demand the skill of a finished surgeon 
for their safe elucidation. 

To those operators whose sense of timidity would deter them from 
performing a total hysterectomy when the indications are clear, a 
thorough familiarization with the excellent technic of Drs. Noble and 
Baldwin, if not already known to them, will prove of great advantage. 

Although pronounced vaginal prolapse has seldom manifested itself 
after entire removal of the uterus, it does occur in a mild degree in 
many of the cases. This condition must be attributed to the lack of 
support from the intrapelvie structures that have suffered through 
complete hysterectomy. In a supravaginal hysterectomy a healthy 
cervix serves excellently as a support for the fixation of the round 
and broad ligaments, thereby maintaining the almost normal stability 
of the vaginal eanal. 

With the ablation of the entire uterus there must oceur vaginal 
shortening. In a woman whose sex life is extinet, such a condition 
would be of little weight when advanced as an argument against total 
hysterectomy; in a woman, however, who is still in active sex life 
due consideration should be given to this state, and unless the cervix 
is extensively diseased, a supravaginal amputation should receive 
preferment. 

It may not be pertinent to speak of infection in connection with 
total hysterectomy, when performed for a myomatous condition, but 
recently a very careful surgeon suffered the loss of two patients 
through infection following this operation. The origin of infection 
after a hysterectomy will always remain more or less in doubt; how- 
ever, if the ablation has been complete the suspicion regarding the 
origin of infection will undoubtedly be cast upon the vagina. The 
cleansing of the vaginal canal may have been most thorough at the 
beginning of the operation; however, the fact must not be overlooked 
that contamination with infectious material from the uterine cavity 
may take place during the progress of the operation. It is one of the 
uncertainties occasionally encountered in this character of operative 
work, and its potentiality must be considered a salient feature in de- 
ciding upon an operative course which will present the greatest meas- 
ure of safety. Here again it would appear that the best interests of 
the patient could be served by allowing the cervix, if not diseased, to 
remain.* 

Whenever circumstances demand the removal of the uterus for a 
myomatous growth in which the question of cervix retention is being 


*I do not wish the inference to be drawn from this assertion that infection may not 
occur through retention of the cervix. On the contrary, it may happen; however, 
: is reasonable to assume that a supravaginal amputation would greatly diminish this 
aqanger., 
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considered, the suggestions which occur to me in connection with this 
subject are the following: 


If the patient’s family history shows the presence of malignancy 
the assumption of the inherited tendency of a constitutional predis- 
position will be sufficient cause for a total hysterectomy. In those 
eases of cervical lacerations that have developed an extreme ectopic 
condition a complete ablation of the uterus should be undertaken. 


Patients with a cervical disease amenable to a plastic operation, 
and still in active sex life, should be subjected to supravaginal sec- 
tion as the preferable operation. In these cases a simple but thorough 
plastic should be performed on the cervix, sufficient in scope to re- 
move all of the diseased tissue. Special precaution, however, should 
be exercised in equalizing the wound surfaces created by the wedge 
shaped excisions, so that a good apposition of the newly formed lips 
may be obtained. Such a cervix after healing is perfectly smooth 
and healthy in appearance, and what remains of the cervical canal is 
almost completely obliterated. The removal of the cervical tissue 
should be as extensive as is consistent with the judgment of the sur- 
geon, inasmuch as it is presumed upon histologic grounds that the 
removal of a large amount of glandular portions of the cervix pro- 
portionately diminishes the chances of subsequent carcinomatous de- 
generation. 

I prefer this procedure to the ‘‘cupping out’’ of the cervix practiced 
by Kelly of Baltimore, or the intracervical enucleation of Lahey of 
Boston (Annals of Surgery, July, 1923). 

The cervical plastic requires but a few minutes for its execution. 
The operation is a minor precedure and should not react severely 
upon the general condition of the patient. 

Cancer of the cervix is extremely rare in virgins. In consideration 
of this fact the weight of opinion should favor the retention of the 
cervix whenever circumstances demand an operative procedure ‘for 
a fibroid uterus. If the patient is still a young woman an appreciable 
service will be rendered her should she ever enter into wedlock. In 
explanation of this latter remark I have reference to the vaginal 
shortening which results from the employment of complete hysterec- 
tomy for these lesions. The partial obliteration of the function of 
this canal may not be inconsistent with a good degree of health and 
comfort; it however, may evidence its shortcomings under different 
conditions. 

Ever since Dr. Polak has agitated this subject of stump cancer so 
forcibly, my examination of the cervix in a patient to be operated on 
for a uterine fibroid has been more searching and minute. If lacera- 
tions are present they are thoroughly scrutinized, for it is well known 
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that a hidden cancer nidus may readily find concealment in a fissure 
and easily escape detection. 

When it is known that cancer is five times more common in women 
who have fibroid tumors than in women who do not have them, the 
position of the surgeon becomes vested with more than a passing 
responsibility. Upon his understanding the future welfare of such 
patients must repose. 


UNIVERSITY CLUB BUILDING, (For discussion, see page 218.) 


FURTHER OBSERVATIONS IN RENAL GLYCOSURIA OF 
PREGNANCY 
By Henry ScHNEIDERMAN, A.B., M.D., Kansas Crry, Mo. 


HE discovery by Frank and Nothman' of a lowered carbohydrate 

tolerance during pregnancy and their utilization of this fact as < 
test for early pregnancy has aroused, within the last three years, 
great interest in pregnancy glycosuria. 

The etiology being obscure, various hypotheses have been sug- 
gested. Nirnberger’s? idea of calcium causing a thickening of the 
kidney epithelium cells, and thus preventing the colloids from fil- 
tering through, was not substantiated by his own experiments in 
which large doses of caleium failed to inhibit pregnancy glycosuria. 
Because slightly positive glucose reactions have been found about 
menstruation, and because the abnormal lowering of carbohydrate 
tolerance found during the first three months of pregnancy disappears 
in the later months, it has been suggested that the corpus luteum might 
be the cause of the lowered carbohydrate tolerance. The fact that in 
from one to ten days following abortion, where no placental tissue 
or products of gestation have been left, the glucose test becomes nega- 
tive and vice versa, suggested the possibility that the chorionie villi 
or syneytium play some part in producing glycosuria during preg- 
nancy. Frank and Nothman, who first suggested that pregnancy 
glycosuria was of the same nature as renal glycosuria, naturally be- 
lieve in a lowering of the kidney threshold for glucose as the cause 
for the glycosuria in pregnancy. 

In a previous communication® while reporting some observations 
on the inhibitory effect of atropine sulphate and oxygen on renal gly- 
eosuria, IT suggested that pregnancy glycosuria, having all the ear 
marks of renal glycosuria, might have the same etiology, namely, a 
disturbance in glyeogenesis caused by an inhibition of the vagus 
nerve endings. A recent study of three eases of pregnancy glycosuria 
enabled me to repeat my former experiments and throw additional 
light on the possible etiology of renal glycosuria. 
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CASE 1.—Mrs. E. W., 28 years old, gravida i. <A routine examination during 
the fifth month of pregnancy revealed 0.4 per cent glucose. Her past history ex- 
cept for childhood diseases was negative; urine examinations before pregnancy were 
always negative for sugar. 

Following a night’s fast this patient received 100 gm. of glucose. Whereas the 
fasting urine contained 0.1 per cent glucose the three hour urine following the 


elueose ingestion contained 0.7 per cent. The blood sugar values were as follows: 


One hour after glucose ................100 mg. per 100 e.e. 
Two hours after glucose ..-+-........ 90 mg. per 100 e.c. 


Three hours after glueose ....... ccceoee SS mg. per 100 c.c. 


The following morning this patient was given 1/100 gr. of atropine sulphate hypo- 
dermically, and five minutes later 100 gm. of glucose. The three hour urine con- 
tained the same 0.1 per cent glucose as the fasting urine. The blood sugar findings 
were as follows: 

So mg. per 100 
One hour after glucose .............. 107 mg. per 100 ee. 
Two hours after glucose .............-116 mg. per 100 e@.c. 


Three hours after glucose ........ ..°+107 mg. per 100 e.c. 


The next day she walked for thirty minutes right after the ingestion of 100 gm. 
of glucose. One hour after the ingestion of the glucose the urine was free from 
sugar. The 0.1 per cent glucose present in the urine before the experiment was 
started, had disappeared. Two hours later, however, the urine contained 0.4 per 
cent glucose. In order to determine if the temporary disappearance of the glucose 
following the walk was due to an increased intake of oxygen as pointed out in my 
former communication,? the patient inhaled pure oxygen right after the ingestion 
of 100 gm. of glucose. At the end of five minutes the patient became nauseated 
and the inhalation was stopped. Hourly urine specimens for three hours contained 
only 0.1 per cent glucose. The following day the same experiment was repeated. 
At the end of five minutes the patient again became nauseated; the inhalation was 
again stopped. After three minutes’ rest the inhalation was again started and con- 
tinued for five more minutes. The urine one hour later was absolutely free from 
sugar. Even the 0.1 per cent of glucose present in the urine before the experiment 
was begun had disappeared. Two hours later, however, the fasting trace of glucose 
reappeared, 

CASE 2.—Mrs. H., 24 years old, gravida iii. A routine examination during the 
third month of pregnancy revealed 0.8 per cent glucose. She had one miscarriage; 
one child is living and well; her past history was negative; her physical examination 
was entirely negative. 

The urine following 100 gm. of glucose revealed 0.9 per cent glucose. The next 
day twenty minutes after the ingestion of 100 gm. of glucose this patient received 
1/100 gr. of atropine sulphate. The three hour urine following the glucose con- 
tained 0.8 per cent glucose. The following day 1/100 gr. of atropine sulphate was 
given 15 minutes before the glucose. Hourly urine specimens for three hours re- 
vealed less than 0.1 per cent glucose. 

CASE 3.—Mrs. F. P., 28 years old, gravida ii, was first seen during second month 
of pregnancy; urine at this time was negative. Urine examinations every three 
weeks were always negative until the sixth month, when her urine for the first time 
revealed a trace of glucose, proved by the usual tests for glucose. Her past history 


except for a number of attacks of tonsillitis was negative. Her first pregnancy a 
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year ago was characterized by marked toxemia. She had general anasarca, high 
blood pressure, albumin and casts in the urine. As she was bordering on convulsions, 
Dr. Buford Hamilton delivered her during the eighth month of twin girls. She 
made an uneventful recovery. Her physical examination during her second pregnancy 
except for the above trace of glucose in the urine revealed nothing abnormal. 

Following the ingestion of 100 gm. of glucose this patient’s urine revealed from 
0.8 to 0.9 per cent glucose. The same amount of glucose given twenty minutes after 
the administration of 1/100 gr. of atropine sulphate hypodermically revealed the 
slightest possible trace of glucose, not enough to run a quantitative test. Atropine 
sulphate 1/100 gr. given twenty minutes after the glucose failed to have any 
effect on the glycosuria. 


COMMENT 


It is rather unfortunate that the last two patients refused to go 
through the oxygen inhalation experiment. ‘The fact, however, that 
oxygen behaved so much like atropine sulphate in Case 1, in my case 
of renal glycosuria previously reported, as well as in several cases 
of alimentary glycosuria to be reported later, makes it quite likely 
that oxygen would have the same effect on the other two pregnancy 
glycosurias. It is interesting to note, however, that whereas 09 gr. 
atropine sulphate inhibited glycosuria following the intake of glucose, 
it did not cause the disappearance of the fasting trace of glucose. 
The oxygen, on the other hand, not only inhibited glycosuria but also 
caused the fasting trace of glucose to disappear for two hours. I 
believe, however, that had I used larger doses of atropine sulphate I 
might have caused even the trace of fasting glucose to disappear. 
This belief is based on the fact that in none of these patients did 
atropine sulphate produce a marked physiologic effect, except an 
increase in heart rate from twenty to thirty beats. The above re- 
sults with atropine and oxygen, as demonstrated in the so far re- 
ported cases of renal glycosuria, make me believe that there is some- 
thing in common to all of these glycosurias, and that atropine and 
oxygen have a common mode of action. Until a better explanation 
ean be offered for this peculiar inhibitory effect of oxygen and atro- 
pine on renal glycosuria, I wish to suggest that renal glycosuria is 
due to a suppression of glycogenesis caused by excessive stimulation 
of the vagi nerve endings in the liver cells. Just as the heart is 
controlled by inhibitory as well as accellerator nerves, so it is pos- 
sible that glycogenesis is under double nerve control. Since stimu- 
lation of the sympatheties to the liver is well known to cause a con- 
version of glycogen into glucose and a discharge of the latter into 
the blood, it is quite likely that stimulation of the vagi nerve end- 
ings inhibits glycogenesis. The idea of a disturbance in liver fune- 
tion during pregnancy is well recognized and was first pointed out 
by Franz Yiger in 1914.4 Attempting to test the liver function dur- 
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ing pregnancy, Yager gave 100 gm. of levulose to pregnant women, 
and recovered the levulose in the urine of 65 per cent of his cases. 

The fact that atropine sulphate having a specific depressing effect 
on the vagi nerve endings inhibits these glycosurias would suggest 
that the functional disturbance is in the vagi nerve endings rather 
than in the liver cells. The general increase in reflex excitability 
during pregnancy is too well known. The frequent occurrence of 
vomiting during pregnancy would certainly suggest an increased ex- 
citability of the vagus. Admitting the possibility of a state of vago- 
tonia during pregnancy, it is also possible that the vagi endings in 
the liver cells, being overstimulated, inhibit glycogenesis. The fact 
that the inhalation of oxygen inhibited the renal glycosurias would 
also suggest the possibility of the vagus interfering with oxidations 
necessary for the conversion of the glucose into glycogen. 

The well known greater strain thrown upon the kidneys plus the 
frequency with which the kidneys participate in pregnancy toxemias 
would suggest a greater stimulation and consequent increase in the 
excretory function of the kidneys during this period. This increased 
excretory function is perhaps responsible for the appearance of glu- 
cose in the urine when the sugar is at a normal level in the blood. 
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RATIONAL OBSTETRICS FROM THE TEACHING VIEWPOINT* 


By J. C. Apptegate, M.D., F.A.C.S., PHILADELPHIA, Pa. 
Professor of Obstetrics, Temple University, Department of Medicine; Obstetrician, 
Samaritan and Garretson Hospitals. 

IDELY different views with regard to the wisdom of teaching 
by precept and example, some of the present-day methods in 
obstetrics prompted the selection of this title. 

While the term rational rather implies that some methods are irra- 
tional, let it be understood that this is not a criticism of any method 
or methods that have proved to be for the best interests of the mother 
and child in decreasing mortality and morbidity, or in the alleviation 
of suffering during childbirth. 

The methods selected for discussion regarding which opinions dif- 
fer greatly are: First, ‘‘the injudicious use of pituitrin’’; second, ‘‘an 
inconsistent idea with regard to diaphoresis in eclampsia’’; third, 
‘‘the abbreviation of the second stage of labor by forceps, with or 
without perineotomy,’’ and fourth, by ‘‘podalic version.’ It is also 
an appeal, from the teaching viewpoint, for safeguards around women 
during pregnancy and with some of the unusual and newer methods 
during labor. Not new, they are old methods with new applications. 

We stand for everything that is new, modern and progressive just 
so long as bona fide statistics, reasonably large in number, prove the 
efficacy of said methods. 

Remarkable progress and improvement have resulted from pre- 
natal study and treatment, also from postnatal observation and care; 
likewise from the recognition of the necessity for cleanliness (asepsis 
and antisepsis), but in the conduct of delivery, in the opinion of the 
writer, the pendulum is inclined to swing too far from conservatism 
or ultraconservatism, in the direction of radicalism, and in some in- 
stances, irrationalism. Not at the hands of the promulgator of a 
new or special method. All new things must have a beginning and 
the originator of a new method is usually a specialist, with experi- 
ence, and competent to do the thing successfully, that he or she has 
started to do. 

The danger lies not with the originator, but with the fearless imi- 
tator, the less competent, or the enthusiastic beginner. 

For example, after reading his paper on podalie version before this 
Society by perhaps the greatest present-day exponent of that method 
of delivery, a hospital interne was present and insisted that he be 
given the privilege of delivering all women in the wards by version 
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while he was on the service, apparently blind, or at least near- 


sighted, to the dangers attending the operation. 
I. INJUDICIOUS USE OF PITUITRIN 


Not less dangerous is the injudicious use of pituitrin. A most val- 
uable remedy when cautiously administered and yet a dangerous 
drug before or during delivery unless the patient’s susceptibility to 
it is first ascertained by its administration in small doses. The fact 
that five or six minims will create more vigorous contractions in 
labor in some women than a whole ampule will in others, while in still 
others it is absolutely inert, are facts too well known to need further 
comment. 

Following the advent of this extract, when its value as an adjunct 
in labor was first heralded, it was not unusual to hear physicians state 
that ‘‘they had put aside their foreeps and no longer waited around 
for a long labor, that they simply gave an ampule of pituitrin and 
promptly terminated it.’’ 

This attitude still prevails with some of the profession. The temp- 
tation to hasten labor in this manner is often great, but the danger 
cannot be overestimated unless the physiologic effect is first deter- 
mined by the administration in minute doses and then only after all 
contraindications, both fetal and maternal, have been eliminated. 

Not long ago I saw a woman in consultation who died from rupture 
of the uterus, before she could be gotten to the hospital for operation, 
following the administration of an ampule of pituitrin, near the end 
of the first stage of labor; a para vii, with a broad flat pelvis and the 
child in the transverse position. According to the history this woman 
had violent pains and contractions soon after the administration of 
the drug, then suddenly collapsed, so that there could be no question 
as to the cause of the rupture. 

Not only is,the mother in danger but likewise the unborn child, 
from compression as a result of the more or less continuous contrac- 
tions, one of the characteristic features, should the patient respond 
to the action of the drug. Again the danger lies not so much with 
the obstetrician who is familiar with these facts, as with the practi- 
tioner doing obstetrical work who is busy along general lines and 
probably neglects to keep well informed as to the dangers in connec- 
tion with this practice. 


Il. DIAPHORESIS IN ECLAMPSIA 


‘*Exhaustion of a patient and concentration of the toxins from 
sweating in eclampsia,’’ has always seemed to me to be an erroneous 
or at least inconsistent idea in view of the fact that nearly all edu- 
eators agree and teach that elimination through the skin as well as 
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through other channels is most essential, regardless of other plans of 
treatment. 

Under normal conditions it is estimated that the excrement through 
the skin of an adult averages about one pound in twenty-four hours. 

In eclampsia the pores are inactive or blocked, which means reten- 
tion and greater toxicity, besides concentration of the toxins by skin 
elimination is an utter impossibility as long as water is administered. 
By mouth, if the patient can swallow, if not the continuous alkaline 
solution (Fischer’s) by proctoclysis dilutes the toxins, prevents con- 
centration and guards against exhaustion. 

Better still, especially if the patient is retching or vomiting, is the 
administration of the alkaline solution through the stomach tube di- 
rectly into the stomach after it has been washed out. In this manner 
it has been shown that the water is readily absorbed and promptly 
reaches the blood stream. 

Furthermore, sweating to the point of exhaustion is not necessary 
as moderate diaphoresis serves the purpose. Mrs. C., a primipara, 
had three eclamptie convulsions at the beginning of her seventh 
month, but responded to treatment, and every third or fourth day 
for two weeks requested the pack on the strength of her improved 
subjective symptoms, together with the desire to reach the age of 
viability of the child and in each instance experienced a sense of 
great relief, and this is only one of many similar instances. She was 
delivered of a healthy child two weeks before term. 


Ill. ABBREVIATIONS OF THE SECOND STAGE OF LABOR 


The thought uppermost in my mind is to elicit discussion on a 
subject, practiced and preached, to some extent; viz., the so-called 
‘elimination of the second stage of labor,’’ a thing that cannot be 
done. 

Labor by the natural route consists of three distinct stages: First, 
the stage of dilation or dilatability ; second, the stage of expulsion or 
extraction, either with forceps or by version; third, expulsion of the 
placenta and membranes with retraction and contraction of the uter- 
ine muscles and the control of hemorrhage, so that the only way in 
which the second stage can be eliminated is by cesarean section. 

Abbreviation of the second stage and modification or elimination 
of the pains of the same, is quite a different matter. This can be 
done and in my opinion should be done with a general anesthetic 
within the limits of safety, together with forcep extraction when 
there is delay, but it is not the pains of the second stage that give 
us the greatest concern. It is the sharp cutting pains of the first 
stage, when the patient ean seareely be made to realize that she is 
progressing, then it is that she endures both physical and mental 
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agony, when little more can be done than to modify the pains with 
mild nareotization, while in the second stage the pains may be 
greater, they are not so sharp, nor eutting and are better borne be- 
cause she realizes that she is progressing. 

Here obstetric anesthesia is a decided advantage, not only to modify 
the pains, but to aid in the relaxation of the outlet and in the exercise 
of the voluntary forces, going a step further, to full anesthesia during 
the completion of this stage; also when forceps are to be applied. 
Some women of course do not want an anesthetic and do not require it. 

Obstetrics is a surgical subject, normal as well as operative ob- 
stetries, in the sense that asepsis and antisepsis should be as rigidly 
enforced in the one as in the other. Microorganisms will quite as 
readily invade the maternal organism through the normally bruised 
vaginal mucous membrane as they will through a laparotomy incision. 
On the other hand labor, in the absence of pathologie conditions, is 
a physiologic process and it is for the best interests of the mother 
and her offspring to maintain the physiologic as nearly as possible, 
modifying or eliminating pain, the terror of childbirth, whenever it 
is possible to safely do so. 


IV. PODALIC VERSION 


Podalie version has its definite indications, i.e., the malpositions, 
prolapsed cord, some cases of eclampsia, some placenta previas, ete., 
as taught in all medical colleges, with manikin and on the living 
subject, with emphasis on the contraindications and the dangers at- 
tending the operation. I question the wisdom, however, of delib- 
erately converting the normal into the abnormal or the physiologic 
into the pathologic simply for the purpose of shortening the second 
stage when it can be done in a safer way and without pain. 

The women of Buffalo and vicinity are safe in the hands of Dr. 
Potter. We admire him for his skill. He is an expert at the business. 
The same is true with a few others, imbued with the same idea, who 
have succeeded well and have made good reports, but what of the 
countless numbers subjected to this plan of treatment by the enthu- 
siastiec beginner or the less skillful following this example, who may 
not always recognize a weakened area in the uterine wall, which pre- 
disposes to rupture, a high sacral promontory, a slightly contracted 
pelvis, retention of the fetal head from extension, the result of faulty 
manipulation, a head that is larger than it appeared to be with no 
opportunity to mold as with the forecoming head? Nor is it always 
the beginners or the unskillful that make these errors of judgment. 

The fetal mortality in podalic version is of necessity high. Dr. 
Potter’s series is perhaps the largest of any one operator, with a 
fetal mortality of 7 per cent plus, including those that die during the 
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first two weeks, with the exclusion of his border-line cases, from 8 to 
10 per cent, who are subjected to cesarean section. Dr. Robert L. 
Dickinson, an expert in hospital reviews and surgical accounting, 
who obtains his averages from the statistics of many hospital records, 
found that the fetal mortality in hospitals that excluded abortions 
and ectopics from the obstetric service, and this includes stillbirths 
and those that die within ten days after birth, was about 3 per cent. 
He further states that while cesarean section varies from 0.3 to 18 
per cent, the average percentage based on legitimate indications for 
section, is from 1 to 2 per cent, and that hospital records that show 
2 per cent or over of cesareans, should eall for investigation. 

So that if the 8 or 10 per cent of cesarean sections in the podalic 
version clinies were limited to the legitimate indications for section, 
their fetal mortality would be much higher than 7 per cent. 

The subsequent morbidity following the ironing out process and 
dilation of the vaginal outlet sufficient to give birth to an unmoulded 
after-coming head with so small a percentage of lacerations, should 
also be taken into account. There must of necessity be marked re- 
laxation following this process. 

Why teach by precept or example the conversion of the perfectly 
normal, into the abnormal, or the physiologic into the pathologic 
when it is absolutely contrary to the laws of nature? 


Vv. FORCEPS 


The wisdom of shortening the second stage of labor with forceps 
under anesthesia when there is delay, is not questioned but strongly 
advocated, thereby eliminating pain and ofttimes preventing patho- 
logie conditions to the newborn. My belief and teaching has been 
and still is, that more cranial and intracranial: injuries to the new- 
born occur from delay during the second stage than from forcep de- 
livery when the forceps are correctly applied and carefully manipu- 
lated. 

Exceptions to this rule, of course, are when there has been a mis- 
take in judgment as to the degree of disproportion, when section 
should have been performed instead of forceps delivery. 

Very rarely do birth injuries immediate or remote, result from 
the applications of the forceps, when the application is correctly 
made, with the application in relation to the occipitomental plane of 
the head and not one blade partly over the occiput and the other 
partly over the cheek and forehead, as often occurs unless cautious, 
when the application is made before rotation is complete. Then too, 
I have frequently observed that the beginner is inclined to depend 
largely upon traction and very little upon correlation of the long 
axis of the head with the axis of the pelvis, especially of the outlet, 
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thereby maintaining the curve of Carus. This is an art in which 
medical students cannot be drilled too thoroughly, first with the 
manikin and then on the living subject under supervision during 


their internship. 
VI. EPISIOTOMY 


Episiotomy is an old operation, more or less radical, quite easy 
of accomplishment, so far as making the incision is concerned, though 
more difficult to complete and obtain satisfactory results. 

This is an ideal operation, as an adjunct to forcep delivery when 
the indications are definite, i.e., when immediate delivery is demanded 
without time for proper moulding and dilation or when it is clearly 
apparent that the laceration is going to be extensive and ragged, 
or any condition in which forceps delivery is indicated, except for 
the one purpose, viz., that of shortening the second stage of labor. 

So that I question the wisdom of teaching in any sense routinely 
this rather new application of perineotomy originated by Dr. De Lee. 

With the gynecologist or obstetric surgeon and their perfected 
technic, under proper environments, in the hospital, the results are 
usually most satisfactory but all women are not going to be con- 
fined in the hospital and many of them will continue to be confined 
by their trusted friend, the family doctor. 

Furthermore many primiparae with whom lacerations are appar- 
ently inevitable can be delivered under full anesthesia with forceps, 
after dilation of the outlet, without episiotomy and without laceration. 

[ recall that of the last ten primiparae delivered with foreeps, 
seven had no laceration, two had first degree only, and one with an 
enlarged vaginal gland had a lateral laceration without involvement 
of the skin. All united promptly after the minor repair and no sear 
exists to remind them of an episiotomy. 

Spontaneous lacerations occur at the weakest point of the perineum 
and when properly coaptated, whether at the immediate or inter- 
mediate period and are well repaired, that weak point is strengthened. 

The writer is not prejudiced against episiotomy. As stated, it 1s 
ideal with definite indications, but subject to complications, as are 
other surgical procedures, and why subject a patient to this surgical 
procedure that might otherwise be a physiologic labor, when for no 
other purpose than to shorten the second stage? Why cut through 
the barrier, the rim of the vulval orifice, so constituted by Nature 
as to protect the weaker tissues beneath, when without the operation 
there would probably be no laceration or only one of minor impor- 
tance? One has no assurance that the laceration will not extend be- 
yond the depth of the incision. 


In this connection a well-known, successful gynecologist informs 
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me that in a certain percentage of his cases with whom he felt that 
episiotomy was indicated, lacerations extended from the depth of his 
incision to the pelvie bone, and one recently in three directions, also 
that in 75 per cent of those operated there had been no primary union 
or only partial union. He further states that by reason of the usual 
location of a perineotomy incision, the tissues involved and the dis- 
turbance of the circulation, make the secondary repair much more 
difficult than the secondary repair following a spontaneous lacera- 
tion, which has oceurred at the weakest point in the perineum. 

Two other facts have been noted, a sensitive scar in some instances 
and in others, loss of contractility on the one side. If primary union 
occurs the perineum is unique and the support is good, but relaxation 
above the perineum is dependent upon the degree of involution, as it 
is in all other deliveries. 

Mrs. F., a primipara, was delivered two years ago, in the State of 
New York. Episiotomy was performed, although the labor, accord- 
ing to the history was perfectly normal. Primary union followed, 
and she still enjoyed health barring sensitiveness of the sear. 

She is now pregnant again and at three and a half months’ gesta- 
tion had a second degree procidentia and was obliged to lie in bed 
for ten days. The episiotomy was not a factor in the production of 
the prolapse, but it did not do what is ordinarily expected, prevent it. 

Of course the serious complications are rare, but they do exist and 
like the complications and dangers in connection with podalie ver- 
sion, should be emphasized, and from the teaching standpoint, in the 
writer’s opinion the operation limited to those with definite indi- 
cations. 

The question naturally arises why not make experts out of medical 
students by drilling them in these special methods. That is done 
during the curriculum eourse with manikin and on the living subject, 
again during their internship, in the hospital, on the living subject 
under supervision, but an expert cannot be made any more than a 
specialist can be made. 

IT recall an instance where a class had been drilled pretty thoroughly 
in the methods of doing version and in the management of delivery 
with the breech presenting. One member of the class graduated, 
attained quite a practice and became quite enthusiastic with his work 
in obstetrics. On this occasion extension with retention of the after- 
coming head following version occurred and not knowing or for- 
vetting what next to do, amputated at the base of the brain. It is 
needless to say that it was with some difficulty that the head, rolling 
around in the uterus was extracted. He simply lost his head, as others 
will do if they attempt something beyond their skill, and the patients 
are the victims. 
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Efficiency can only be attained in the school of practice, by devo- 
tion to work along special lines of his choosing, or to postgraduate 
work. The medical curriculum is too crowded for specialization. 

In my clinics and teaching at the University our attitude with re- 
gard to the special methods and in fact all methods may be sum- 
marized as follows: No routine is permissible except with minor 
affairs, such as diet, with normal eases, ete. 

Every case is a subject for individual study and management. 

The physical examination includes the determination of her tenta- 
tive manner of delivery, whether normal, based on her pelvic dimen- 
sions, also the size, presentation and position of the fetus. 

As with elective cesarean section, those cases with definite indica- 
tions for version are determined in advance of labor, while emergency 
section, forceps delivery, developing indications for version and episi- 
otomy are decided upon during labor. 

We endeavor to teach in that broader sense whereby our students 
are given the benefit of the teachings of other clinicians—whose 
ideas may or may not differ from our own, with their reasons for so 
doing, and finally, disregarding wholly that sentimental idea that 
‘‘the greater the pains in childbirth the greater the love and affec- 
tion for her offspring,’’ the labor is made as short as it can con- 
sistently be made within the limits of safety and as nearly painless 
as it is possible to make it, with mild narcotization, preferably minute 
doses of morphine (gr. %) and scopolamine (gr. % 6) during the first 
stage and chloroform or ether during the second stage. Chloroform 
is the choice with the normal cases and those who are toxic with kid- 
ney insufficiency, and ether with operative cases, also those who are 
toxic with pronounced liver pathology, with spinal anesthesia in re- 
serve when ether and chloroform are contraindicated. 


3540 N. Broap STREET. (For discussion, see page 222.) 


A NEW METHOD OF TEACHING PELVIC DIAGNOSIS BY 
MEANS OF MANIKINS* 


By J. K. Jarre, M.D., PHMmADELPHIA 


(Department of Obstetrics, University Medical School, also Department of Gyne- 
cology-Obstetrics, Graduate School of Medicine, University of Pennsylvania.) 


ECAUSE the method of teaching pelvie diagnosis by means of mani- 

kins has met with universal favor_on the part of all those who have 
seen them, and because, unfortunately, so few have had the opportunity 
of seeing them, I am prompted to bring this subject before you. 

The opportunity offered to the medical student for examining a 
normal pelvis is entirely inadequate, and I am convinced that a great 
number of women with some pathologie condition prefer to remain 
away from dispensaries connected with medical schools, in order to 
avoid being exposed to the embarrassing gaze and the painful ordeal 
of repeated internal examinations. Even in Europe, the patients in 
the clinies for diseases of women, are beginning to resent being used 
as models for study. 

No physician deliberately wants to give pain to his patient, cause her 
embarrassment or in any way go against her wishes; yet, this has been 
exactly the unfortunate position of the teacher in gynecology. Any- 
thing devised to improve the method of teaching this important branch 
of medical science, any apparatus brought forward with the idea of 
supplanting the human being as a model for teaching gynecology, 
should deserve friendly interest and indulgence. It is with this idea, 
and this attitude, that I approach what is known in Europe as the 
Blumreich Phantom. 

The Blumreich Phantom is an anatomic model, consisting of an actual 
human pelvis, devised for the purpose of studying the normal and 
pathologie contents of the female pelvis by means of palpation and 
vaginal touch. 

Historically, it may be of interest to know that the apparatus, de- 
vised by Prof. Blumreich, of Berlin, was first described by him at the 
Gynecologic Congress at Freiburg in 1913, and despite the medical 
disorganization of Europe, on account of the war, we find these phan- 
toms in use in the Universities at Halle, Kiel, Koenigsberg, Freiburg, 
3erlin, Vienna, Zurich, and Milan. As far as I know, nowhere in 
America is this course being given, with the exception of the Graduate 
School of Medicine, University of Pennsylvania, and the Undergraduate 
Medical School of the same institution. Kroenig, Freund, Wertheim, 


*Read before the Philadelphia Obstetrical Society, May 3, 1923. 
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and others, who had seen the Freiburg demonstration, and who had 
later seen students actually at study, have been most enthusiastic and 
generous in their praise of the course as given by means of these models. 

In Europe this phantom is truly revolutionizing the study of gynecol- 
ogy. It does away, to a great extent, with the unwilling human model. 
It gives every opportunity for the teacher to freely offer helpful sug- 
gestions without being overheard by the patient. The student does not 
have to wait for the operating table or the postmortem room to ascer- 
tain how far he was correct in his diagnosis; and most important of all, 
within the course of thirty or forty demonstrations he is enabled to 
study the widest range of pathologie conditions. The specimens shown 
during a single season may truly represent the collection of a lifetime 
of a group of busy surgeons. This new teaching device creates in the 
student a highly developed sense of touch; he can immediately verify 
his palpation. By merely throwing back the abdominal covering, the 
eye sees what the hand has felt. 

I shall devote the space permitted for the presentation of this sub- 
ject to describing the method of study, of preparing and assembling 
the various specimens, and shall deal solely with the teehnical details 
employed in preparing the models. 

My association with Prof. Ludwig Blumreich at the Franziseus Hos- 
pital, Berlin, has enabled me to make a close study of the apparatus 
which bears his name. His permission to use his formulas, diagrams, 
plates and drawings is hereby gratefully acknowledged. All the pelvie 
organs used for study purposes in our work here, excepting the normal 
and pregnant uteri, have been obtained from the clinies of Prof. B. C. 
Hirst and Prof. W. R. Nicholson, through their courtesy and kindness. 
The operative output of the Lankenau Hospital has also been made 
available for our use, through the generosity of the pathologie labora- 
tory of that institution. I am also grateful to Prof. Hewson for his 
whole-hearted assistance and cooperation. 

The class room contains several ordinary wooden tables, not unlike the familiar 
kitchen table, upon which are mounted a half-dozen or more of these models (Fig. 
1). The student examines each one of these manikins bimanually, notes his findings 
on a slip of paper, and makes drawings of what he feels. These papers are later 
marked by the teacher to give to the student his proper grading. The pelvie cover, 
which corresponds to the abdominal wall of the living patient is then withdrawn, 
thus giving a chance for the student to compare his provisional diagnosis with the 
actual pelvic findings. At the same time it affords an opportunity for the teacher 
to emphasize salient points in regard to the special subject under discussion. 

The abdominal covering is fastened anteriorly to a metal plate by means of 
metal clasps, and posteriorly it is merely suspended by weights; thus the abdominal 


covering ‘‘gives’’ with : 


certain amount of resistance to the palpating hand. This 
simulates the resistance of the abdominal muscles met with in examining the 
living subject. The aim of this entire manikin course is to imitate, as far as pos 


sible, actual conditions found in the living subject, and by closely following anatomic 
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relations, by having the pelvic organs properly placed and correctly suspended, that 
aim has been practically attained. 

The metal frame work, or stand (Fig. 2.) upon which the pelvis is mounted, 
consists of adjustable steel bars, an adjustable ring, about the size of the rim 
of a small wheel, and corresponds to the human waist line. An arm extends from 
the upright bar on each side of the frame work, and these arms are surmounted 
by pulleys, which, together with the three pulleys on the metal ring afford a means 
for holding the abdominal covering correctly in place. The two long thumb screws 
have ball-shaped heads which fit into the acetabulum, and tend to hold the model 
in place. The small base supports the pelvis from below. 

To imitate, as nearly as possible, the human abdominal wall, the covering is taken 
from the belly wall of a hog, and is made of various thicknesses, from 0.5 to 5.5 


em. Seven grades of these coverings are usually maintained in the laboratory to 


demonstrate the ease of examining patients with thin abdominal walls, and the 
corresponding difficulty of palpating an abdomen of a stout patient. The covering 
is 33 em. wide and 35 em. long, semi-circular in front to fit the anterior and upper 
surface of the pelvis to which it is attached by the clasps. 

The frontal plate is of metal, fitting over the pubic bones of the pelvis. It has 
grooves corresponding to the exit of the round ligaments from the abdominal cavity, 
and also spaces for attachment of the abdominal covering. 

Without considering the accessories just mentioned, the description of our model 
conveniently falls under two headings.— 

1.—The Pelvis, or Receptacle. 

2.—The Pelvie Contents, Normal and Pathologie. 

l. The Pelvis.—The pelvis is used as a frame work or receptacle for such condi- 
tions as it is desired to study, be it a normal pregnancy, fibroid uterus, an ovarian 


cyst, displaced uterus, or any other condition. It is obtained from the cadaver by 
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subcutaneous resection to permit better penetration of the preservative fluid. After 
a preliminary and thorough washing, it is immersed in a special fluid for three 
weeks. 

The usual mixture of alcohol-glycerin, or sublimate-glycerin is not used here, be- 
cause these solutions, while being excellent preservatives, cause a certain amount 
of change in the consistency of the soft parts. The vagina no longer maintains 
its natural elasticity, the peritoneum tears easily, and the bladder becomes brittle. 
The solution used here, on the other hand, preserves the natural state of the tissues. 
Vagina, rectum, bladder, and connective tissues maintain their natural properties 
very closely and remain soft and pliable indefinitely. 


Fig. 2. 


Repeated bacteriologic tests conducted for three years on these models so treated, 
proved them to be free from pathogenic bacteria, so that a gynecologic examina- 
tion of these models is less dangerous to the examiner than that conducted on the 
living subject. From the bacteriologic point of view the wearing of rubber gloves 
is unnecessary. 


When the pelvis is removed from the ‘‘ pickling solution’’ work is resumed. The 
peritoneum is fastened to the upper edge of the pelvis, the lower gut is fastened to 
its normal position, and a high supravaginal hysterectomy is performed. To hide 
from view the rough ends of muscles and blood vessels, the entire outer surface of 
the pelvis is covered with a fine batiste cambric. The cervix stump is made even 
and smooth, and all raw edges are covered by peritoneum. To this cervix stump are 
attached four silk threads about 20 cm. in length, to receive similar strings from the 
uterus. In addition to the four silk threads attached to the cervix stump, heavier 
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threads are fastened in the pelvis for arranging various displacements, fixations 
and adhesions. 

In all cases the uterus is amputated at the internal os, the surface is made even 
and smooth, and four silk threads are attached to this surface to correspond to the 
four threads of the cervix stump. Other strings are fastened to the uterus to re- 
place removed ligaments. The uterus, loaded down with pathologic appendages 
or abnormal growths is then fastened to the cervix stump, the round ligament 
strings are placed in the grooves on the metal plate provided for that purpose, 
weights of a definite size are hung on the ends of these round ligament strings 
to keep the position of the fundus constant, the abdominal cover is adjusted and 
the model is ready for study. The knots are not felt on examination. 


Fig. 3. 


The pelvis with the vaginal portion of the genital tract remains the same at 
each demonstration. We place different pelvic organs to study various pelvic condi- 
tions in the same pelvis. 

A completed pelvis with frontal plate in place ready to receive the intrapelvic 
structures and the abdominal covering is shown in Fig. 3. These models are best 
preserved dry, merely exposed to the fumes of the preservative solution. They can 
keep indefinitely. 

2. The Pelvic Contents——To obtain pelvie specimens for our collection, we must 
depend entirely on the generosity of the operating room; and no part of pelvic 
viscera thus obtained is discarded. It is surprising how often laboratory technic 
reconstructs conditions suitable for study. Ovarian cysts removed separately, are 
connected with normal uteri, and made to appear as though the cyst was at all times 
part of the removed uterus. Enucleated myomas are sewed to the fundus to form 
the subserous fibroid, and normal appendages are often connected to a pathologic 
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uterus, when the appendages are not removed along with the uterus by the surgeon. 
Cuts and tears are easily repaired and these repairs are not felt on vaginal touch. 
A tube with an unruptured gestation obtained from the operating room is attached 
to a normal uterus for the purpose of studying an ectopic pregnancy. The normal 
uterus, and the uterus with an early pregnancy are obtained from the mortuary 
or the dissecting room. 

To study uterine displacements, we make use of the various ligament strings 
together with the pelvic strings, making some longer, and shortening others, at all 
times closely following the pathologic anatomy of the condition to be studied. 

No matter what pathologic specimen one may wish to prepare for study, the 
principle involved in the actual technic of preparing them is the same. The effort 
is at all times to reconstruct, in all its details, the pathology as it existed in the 
pelvis of the patient operated upon. 

The question that naturally presents itself at this time, is, how do all soft 
tumors, hydro- and pyosalpinxes, ovarian cysts, dermoids, and pregnancies, maintain 
their natural shape and soft consistency? When a eyst or other tumor containing 
fluid is placed in a preservative jar, it will be noticed that in the course of a few 
weeks the fluid filters through the walls and the tumor becomes a shapeless bag. 
To maintain the natural shape and softness of the tumor proved to be an extremely 
perplexing problem. This was finally solved by making up a preservative solution 
with Riedel’s gelatin as its chief constituent, the amount of gelatin depending on 
the degree of hardness desired. The natural contents of the tumor are first with- 
drawn, and the gelatin solution injected while hot. 

By means of these manikins we are able to demonstrate hematoceles, exudates, 
intestinal adhesions and pelvic infiltrations. It is even possible to construct a 
manikin for studying pregnaney at term, with a real uterus, and a real fetus, 


where the student can hear sounds simulating heart beats. 


1434 Spruce STREET. (For discussion, see page 226.) 
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RESULTS OF INTERMITTENT ASPIRATORY HYPEREMIA IN 
GYNECOLOGY, WITH A REPORT OF ONE TITUNDRED 
AND TWENTY-THREE CASES* 


By Raymonp L. BrApLEY, M.D., Houston, Texas 


|* is my purpose, in this brief discussion, to summarize observations 
made in a series of one hundred and twenty-three cases of various 
diseases of ¢the pelvic viscera treated with aspiratory hyperemia in 
accordance with the suggestions of Dr. J. Van Doren Young. While 
many eases of obstinate nature beyond doubt require operative treat- 
ment, I am convineed that in many of the Jess advanced cases much 
relief from annoying symptoms, as well as total disappearance of 
macroscopic lesions, may often be obtained by this method. 


Young’s theory is based upon the principle that Nature combats in- 
fective processes chiefly through the medium of the circulation of 
the blood and lymph. The induction of intermittent hyperemia by 
means of aspiration and stimulation through a vacuum blow applied 
to the cervix is more effective than that accomplished ,by Bier’s cups. 
In addition to the transitory hyperemia there is produced a pronounced 
contraction of the uterine musculature, which, in my opinion, is the 
important factor leading to improvement in most of the pelvie condi- 
tions commonly observed. A complete description of Young’s ap- 
paratus may be found on page 282 in the September, 1922, number of 
the AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY. The vac- 
uum is produced in a long glass tube, one end of which covers the 
cervix while the other is connected to the suction pump by means 
of rubber tubing of suitable length. Between the pump and the 
vacuum tube is a cut-off valve, by means of which air may be ad- 
mitted, thus readily decreasing or eliminating the vacuum as desired. 
There are a variety of tubes suitable for variations in the cervices 
to be treated. 

An important point to be remembered in the application of this 
method, is to carefully note the degree of response on the part of the 
patient to these stimulations. I have followed Dr. Young’s classifica- 
tion, acéording to the degree of response, as it divides the cases very 
satisfactorily and enables one to keep accurate notes on the progress 
in a given case. The terms -1, 14, 2+, 3+ and 4+ are used as shown 
in the following table: 


~1 No uterine contraction obtained. 


*Read before the South Texas District Medical Association, Houston, Qetober 12 
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1+ Slight pain, but no palpable uterine contraction. 

2+ Normal uterine contraction. Ordinary menstrual pain. 

3+ Over-irritable condition of uterine muscle. Severe menstrual 
pain. 

4+ Labor-like uterine contraction with very severe stabbing pain. 
In two of my patients having this reaction nausea was present for a few 
moments. This degree of response is rarely seen, except in post- 
partum, postabortive and acute inflammatory conditions. 

The degree of stimulation to be applied in each individual case is 
the keynote to successful treatment. This was determined by Young 
after a long series of observations. After classifying a given case 
according to the above table, the following general rules may be 
applied with variations as may be found suitable in specific instances. 
One stroke of the piston is considered a stimulation. 

In 2+, or normal reaction eases, twenty-five stimulations should be 
used, covering a period of about five minutes, five being given each 
minute. The vacuum is released, of course, between each stimulation. 

In 4+ eases, I have used from two to four stimulations within ten 
minutes. When this extreme reaction is due to acute infection it has 
been my experience that this method is unsuitable and had best be 
discontinued. 


In 3+ eases, four to ten stimulations may be used within six minutes. 
In intermediate and minus eases, two strokes of the piston should be 
used without releasing the vacuum for a single stimulation, and the 
number of stimulations and period of time increased at discretion. 

A very interesting point, and one also observed by Young, is that 
both minus and plus eases, as the treatment progresses, will approach 
and finally reach the 2+ reaction. This occurred in all but four of 
my eases, all of which gave minus reactions at the beginning, and two 
of which are still under my care. 

The question naturally arises in one’s mind: ‘‘What is accom- 
plished by this drawn out procedure?’’ When the tube is applied 
to the cervix, and a partial vacuum created, the first thing that occurs 
is forcible drainage of all patent cervical glands, thus emptying them 
of what infection they may contain. Continuation of the suction in- 
duces an active hyperemia of the cervical tissue en. masse, filling the 
glandular and intracellular spaces in muscle bundles with blood fresh 
from the cervical arteries. The lymphatic flow is equally affected. 
It is, probably, this active hyperemia which causes stimulation and 
contraction of the uterine musculature. This contraction ean actually 
be demonstrated by palpation, especially in cases with retroversion. 
The effect of active muscular contraction upon a diseased uterus, es- 
pecially if of a congestive type, is obvious and requires no comment. 
Every physician is familiar with the relief obtained from ventral sus- 
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pension in a retroverted, congested uterus. Circulatory stasis is re- 
lieved when rhythmical contraction of the uterus is induced, and in- 
flammatory conditions are thus combated in a natural manner. 

The conditions for which I have applied active hyperemia are sum- 
marized as follows: 


CLASSIFICATION No. oF CASES 
Infected cervix with more or less lymphangitis 59 
Dysmennorhea 10 
Chronie general pelvic inflammatory disease 29 
Subinvolution of the uterus + 
Ectropion 3 
Subacute gonorrhea of the cervix 2 
Retroversion, cystic cervix, Jeucorrhea, tubes normal 6 
Infected cervix (posthysterectomy) 10 

Total 23 


The results are as follows: 


CONDITION Av. No. RECOVERY IMPROVED Not 
TREATMENTS IMPROVED 
Infected cervix, lymphangitis 30 38 17 + 
Dysmenorrhea 22 3 4 3 
Chronie general pelvie inflam- 
mation ao 0 24 5 
Subinvolution of uterus 24 3 1 0 
Ectropion 30 0 0 3 
CONDITION Av. No. RECOVERY IMPROVED Not 
TREATMENTS IMPROVED 
Subacute gonorrhea of the 
cervix 4 0 0 2 
Retroversion, cervix, leucorrhea 40 5) 1 0 
Infected cervix posthysterectomy 25 8 2 


These patients came for relief of the usual symptoms corresponding 
to the pathology present, and where I have used the word “‘ Recovery,’’ 
no evidence of the condition has remained and all symptoms have dis- 
appeared. The usual topical applications, such as mercurochrome, 
silvol, silver nitrate and others, have been used in all cases in conjunc- 
tion with the aspiratory treatment. Also, due consideration has been 
given the general systemic and hygienic condition of each patient. 
In eases of enlarged cystic cervix, incision of all cystic areas preceded 
the application of the tube. The results in this series of cases are 
better than in cases where Young’s treatment was not used, regarding 
both the final result, and the length of time the patient was under 
my care. 

Concerning the value of this method as compared with other 
methods, I believe that a conservative estimate may be stated as 
follows: 

Where forcible drainage and uterine tone is desirable, intermittent 
aspiratory hyperemia has its place in treatment. 

In cases of infected cervix with lymphangitis, while complete re- 
covery occurred, seemingly in 38 eases, lasting recovery could hardly 
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be expected, since complete eradication of the infection of the deep 
cervical glands would be unlikely. Certainly it would not occur in 
many cases. As a palliative measure in young women, where preser- 
vation of a completely intact cervix is desirable, it may be used. 

Dysmenorrhea is probably a symptom rather than a disease entity. 
Where circulatory conditions are responsible, this method may give 
temporary relief. Since compiling these cases, two of the three cases 
listed as recovered have returned with a recurrence of symptoms. 

While it might seem that the application of this method to cases 
of chronic pelvic inflammatory disease might do harm rather than good, 
such is not the case. The benefit derived has been relief from back- 
ache and decrease of cervical discharge. These cases should all be 
operated upon, generally speaking, but where this is refused, more 
or less relief from the most distressing symptoms may be obtained 
from time to time. 


Subinvolution yields readily to this form of treatment. The three 
cases reported as recovered were all in the early cases. Complete in- 
volution very readily takes place, as might well be expected. The 
case reported as ‘‘Improved’’ went on to complete involution after 
32 applications, the other three requiring an average of 24 applica- 
tions. 

Eetropion will not respond to this treatment. It is possible that the 
cases reported as recovered by Young were not true ectropion, as an 
error in classification may readily occur unless iodine is applied. In 
true ectropion, the erosion will not take the iodine stain. 

Subacute gonorrhea of the cervix is aggravated by this method, and 
is a contraindication. 

Cases of retroversion, cervicitis, and leucorrhea, a complex com- 
monly observed, respond well, but here, as in general pelvic inflamma- 
tory disease, the improvement would be expected to be temporary 
only. The average time during which there was no appreciable dis- 
charge was ten weeks. 

The posthysterectomy cervix enlarged, cystic and discharging large 
amounts of pus and mucus, is a condition too often met with. Most 
of these patients feel that the surgeon who did their operation has 
completely failed to better their condition. They believe this because 
the most annoying symptoms, the same as those for the relief of which 
they submitted to operation, are still present. The constant backache 
and discharge are as troublesome as ever. Most of them flatly refuse 
to go farther with surgical interference, refusing to have an enuclea- 
tion done, and insist upon some palliative treatment. These cases 
respond well to multiple incision and aspiratory treatment—in fact, 
the short time required to bring about a marked difference in the ap- 
pearance of the cervix is almost unbelievable. No doubt recurrence 
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of the condition will occur, as it does in all other measures of palliative 
nature. Complete enucleation should be insisted upon, since the oc- 
currence of carcinoma is high, especially when there is a fibroid uterus. 

While my results have not been as good as those reported by Young, 
I have had comparatively little experience with the procedure. I am 
convinced that aspiratory hyperemia has a definite place in medical 
gynecology, and that in suitable cases the results will be better when 
it is used in conjunction with the usual routine than when it is omitted. 
Dr. Young’s apparatus should be in the office of any physician seeing 
many gynecologic cases, even though it were used for no other pur- 
pose than cleansing the cervical canal before applying medical 
reagants. No other method will clean the canal as thoroughly and 
as quickly as one-half a pull on the piston, using the canal tube which 
is inserted into, instead of covering, the cervix. Better results may 
follow improvement in technic and experience with cases, and I in- 
tend, during the next year, to compare another series of cases with 
those I have reported at this time. 


625 KRESS BUILDING. 


LABOR INJURIES TO THE COCCYX AND TITEIR TREATMENT. 


By Joun Cooke Hirst, M.D., F.A.C.S., AND CHarLeEs Wacus, M.D., 
PHILADELPHIA, Pa. 


(From the Gynecological Service, Mt. Sinai Hospital.) 


NJURY to the coeeyx is a not uncommon result of childbirth and its 

consequences are a source of much annoyance to the patient. The 
solution of continuity is either an actual fracture of the bone or much 
more commonly a rupture of the joint between the first and second 
segments. It can also be produced by falls, kicks or other injuries, 
and in these eases of single injury it does not cause disability of long 
duration. Aside from excessive soreness for a few weeks, and a 
marked disineclination on the patient’s part to sit down, few if any 
symptoms remain after the injury has had a chance to heal. These 
do not ordinarily give the patient trouble of long duration and require 
no treatment. The mechanism of the injury, of which the effects are 
permanent, is as follows: (1) The patient at some time has had a 
fall or kick upon the buttock, impinging upon the relatively exposed 
coceyx. (2) This bends the coceyx sharply into the pelvic canal and 
ruptures the posterior longitudinal ligament of the ecoceyx. (3) This 
injury heals in the course of a few weeks, leaving, however, the coceyx 
permanently bent into the pelvie canal. (4) The patient becomes 
pregnant, and at delivery the child’s head descends into the pelvie 
canal and is temporarily arrested by the deformed bone. (5) Either 
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spontaneously or by the application of forceps the coecyx is forcibly 
bent backwards, the anterior longitudinal ligament is ruptured and the 
joint between the first and second segments broken. (6) As a result, 
the firm supports of the coecyx are destroyed and the bone subjected 
to the pull of the various attached muscles in every direction. 


In such a ease, the bone can often be heard to snap, as the head 
forcibly bends it backwards. More often, however, the pain attendant 
upon the injury is masked by the usual soreness of the whole lower 
genital tract following labor, and is only recognized at a later exam- 
ination. 

In labor the type of patient who most often suffers this injury is a 
primipara, with justo minor pelvis, whose coceyx has, in all prob- 
ability been injured in a former accident and whose labor is termi- 
nated by forceps. 

If the coceyx is injured for the first time in labor, it commonly heals 
as does the injury due to a fall, ankylosis slightly backward and not 
forward into the pelvie canal. By the time of the patient’s final ex- 
amination, six weeks after childbirth, all symptoms of the injury, 
except the change of direction of the coeccyx, have disappeared. 

Symptoms.—Usually these are first noticed when the patient leaves 
her bed, and are commonly as follows: 

(1) Inability to sit firmly on both buttocks. The weight is shifted 
from one side to the other. (2) Inability to sit for any length of time 
in one position. (3) Inability to rise from the chair, except by using 
the hands to help elevate the body. The patient usually rises side- 
ways, instead of straight up. 

The above symptoms are often ascribed to soreness from perineal 
stitches, or unhealed vaginal lacerations, or bruising of the pelvic soft 
parts by the passage of the child’s head. As a time goes on, however, 
the patient complains of the following: (4) Pain on defecation, es- 
pecially if constipated. (5) Constant soreness at the ‘‘tip of the 
spine,’’ except when standing erect. When sitting down or to a lesser 
degree when lying down, the pain returns. 

Diagnosis is usually made definitely during the routine examination 
which should be made in every patient at the end of six weeks after con- 
finement, to determine her final condition before discharge. There is no 
value in making this examination sooner, as nothing could be done dur- 
ing the puerperal convalescence except to give the injured bone a chance 
to heal spontaneously. The examination required is as follows: (1) 
The patient is placed in the left lateral position (Sims). (2) The 
forefinger of one hand, protected by a fingercot or rubber glove is 
inserted in the rectum. (3) The triangular coceyx is grasped between 
the forefinger in the rectum and the thumb in the median line exter- 
nally. (4) The coceyx possesses considerable anteroposterior motility. 
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If, however, this movement is painful, if the coccyx can be moved 
laterally or above all, if the fragments can be separated so as to make 
a step or shelf between them the diagnosis of injury can be established. 


The x-ray is disappointing in demonstrating coccygeal fracture. 
Oceasionally the break shows, but in the vast majority the injury does 
not show on the plate. 


Terminations of Injury.—(1) Spontaneous ankylosis into the pelvic 
eanal. This leaves the coccyx sharply bent, but the patient is free 
from symptoms until she has another child, when it is broken again. 
One patient in our records has recently recovered from her fourth 
fracture, each time the bone ankylosing inwards. (2) Ankylosis back- 
ward in line with the sacrum. In this ease, though the bone is firmly 
fixed, each time the patient sits down, she sits upon the tip of the 
coeeyx, with much the same feeling as sitting upon a large nail, and 
its removal is required for this reason. (3) Often the line of fracture 
does not unite at all, due to the constant and varying direction of the 
pull of the attached muscles, and the fragment remains permanently 
mobile. This results in permanent painful motility or coeeygodynia. 

Treatment.—This may be palliative or operative. Every ease should 
be treated palliatively until six months after the injury, to give the 
bone a chance to ankylose. It may occasionally be necessary to 
interfere sooner than this, in the event of unusual pain, but ordinarily 
the patient will welcome the chance of avoiding operation. 

It is wise to give the patient, during the waiting period, a placebo 
to keep her from being discouraged by apparent lack of results. 
Salicylates or mild sedatives have no effect upon the discomfort and 
are not worth trying. The pain is rarely sufficient to require active 
sedatives, being more of a dull constant ache than acute pain. It is 
our practice to give the patient a mild, counter irritant ointment lo- 
cally, such as 3 per cent iodine ointment. By changing the ‘‘flavoring”’ 
of this ointment from peppermint to wintergreen, etc., as it seems to 
lose its effect, the patient can be carried over the necessary period of 
waiting with a minimum of rebellion on her part. It is purely a 
placebo, but a necessary one if the patient is to be encouraged in 
the trying period of inaction. If no ankylosis has occurred in six 
months after the injury, further palliative treatment is useless. If 
the patient’s symptoms are such as to need relief, the only cure is 
operation. 

During the period of palliative treatment, the patient cannot sit 
comfortably upon any type of chair. She can be given reasonable 
relief by an air cushion, however. The circular cushion is useless and 
gives no relief. The proper one is shaped like a horse-shoe, with the 
open end at the back. If this is moderately inflated, it will afford 
a great deal of relief. At times a patient will prefer prolonged use of 
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the cushion to operation, but this is the exception. The pain and dis- 
comfort are so nagging and trying that the patient will usually wel- 
come operation as a means of escaping from them. 

Operative Treatment.—A very important warning at this time is 
that operation should never be done for a eoeeyx which is painful, 
unless injury and separation of the fragments can be clearly demon- 
strated. If an uninjured but painful coeeyx is removed, the pain will 
not be relieved in any way. The causes of coccygeal pain are (1) in- 
jury; (2) reflex from backward displacement of the uterus; (3) rheu- 
matic; (4) neurotic; (5) reflex from hemorrhoids, fistula or fissure. 
The coeceyx is one of the commonest seats for localization of neurotic 
pain, and it is this type of case that is prone to insist upon operation. 
Unless the injury can be demonstrated conclusively, this should never 
be done. Neurotic pain ean be diagnosed only by exelusion of all 
other possible causes. Pain other than that due to injury is most 
likely to be reflex, and will disappear upon the correction of the re- 
mote cause. Rheumatic and neurotic pain are both rare, but do occur 
at times. 

Removal of the coccyx is spoken of as a minor operation, but its 
difficulties and pitfalls are such that it should be included among the 
major operations, although the risk to life, with proper technie, is 
negligible. The steps of a technie which has given satisfactory results 
are as follows: 

1. The patient is prepared as for any other surgical operation, an- 
esthetized and arranged on the table flat on her abdomen, with her 
head turned well to one side, and the arms straight down the table 
top and not folded under the chest. 

2. The usual drapery is arranged to leave as small an area of skin 
exposed as consistent with sufficient room to work, and a large, moist 
pad tucked down between the thighs, covering the labia and perineum. 

3. An incision is made in the middle line, from the lower border 
of the sacrum almost to the tip of the eoeeyx. The skin and fat are 
stretched up and down, thus providing for the excision through a 
smaller incision than would otherwise be possible, and keeping the 
lower end of the wound as far away from anal contamination as pos- 
sible. 

4. The tip of the coecyx is grasped with a forceps and freed with 
blunt pointed scissors at its tip, enough to slip the point of the fore- 
finger under it. 

5. Aided by the constant upward pressure of the finger, the coceyx is 
then freed from all its lateral and posterior attachments by scissors. 
The rectum is just underneath it, and the points of the seissors should 
always hug the eoceyx as closely as possible. This dissection is carried 


up above the upper limit of the ecoceyx. The last piece of the sacrum 
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has two dorsal tubercles but no lateral alae. The first piece of the 
coecyx has two lateral alae but no dorsal tubereles. If the dissection 
is carried far enough to expose these easily recognizable landmarks, 
there is no danger of a piece of the coceyx being left behind. The 
line of amputation lies between them. 

6. A dry small pad is then stuffed under the coecyx, to push and 
keep the rectum out of the way. 

7. With a Gigli wire saw the coceyx is amputated between the alae 
and tubercles mentioned above. . This is most important. The dis- 
articulation can be done with a heavy knife, but not as neatly as with 
the wire saw. It is absolutely essential for the patient’s future com- 
fort that the entire coeeyx be removed. It is a grave mistake to 
amputate through the fracture, removing only the movable part. If 
the first piece is left the patient will not be relieved, and the remain- 
ing fragment will have to be removed by a subsequent operation. 

8. The only bleeding vessel, the median sacral artery, is now tied 
with No. 1 chromie catgut. 

9. The pad in the wound is removed and the bleeding, which up to 
this time has been quite free, will have ceased entirely. 

10. The wound is then closed by interrupted silkworm gut sutures, 
so as to obliterate all dead space. This is vital. The needle transfixes 
the skin and fat at one side of the wound, emerging at the very bot- 
tom. It then picks up the fibrous band running on top of the rectum, 
parallel to its axis, crosses over the rectum, picks up a similar band on 
the opposite side of the rectum and transfixes the entire thickness of 
fat and skin on the opposite side of the wound. About five or six of 
these stitches are needed. Catgut is unsatisfactory, because of the 
tension. No permanent material cuts as little as silkworm gut, and 
hence it is to be preferred. 

11. Before these stitches are tied, a drain made of three or four 
strands of silkworm gut, knotted together at either end, is passed 
under the stitches where they cross the rectum, lying parallel to and 
just above the rectum and emerges at either end of the wound. 

12. The interrupted stitches are then tied. 

13. The wound is dressed with sterile gauze and adhesive strips and 
the patient returned to bed. 

Aftertreatment.—The patient lies flat upon her abdomen for the first 
four days at least. During this time the bowels are kept locked with 
paregoric, one dram three times a day, and a liquid diet is given, 
avoiding milk as far as possible. Urine is passed in this position. 
Exeept for the first night morphine is not required for pain. The 
wound is not dressed until after the bowels move on the fifth day, 
movement being secured by castor oil and oil enemas, and then daily 
by suitable laxatives. For these movements she is, of course, turned 
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upon her back and the dressing protected by gauze pads. Contamina- 
tion of the lower wound is almost impossible to avoid, but it can be 
minimized. The wound is then dressed daily, and if the dressings are 
soiled must be dressed several times a day. 


The horse-hair drain can be taken out on the fourth day. The silk- 
worm gut stitches are left in for two weeks, unless the wound becomes 
badly infected. They always cut in quite deeply and their removal is 
attended with some difficulty. The end of the stitch is grasped in a 
hemostat and pulled upward quite forcibly. Often even this does 
not serve to expose the knot. A small blunt hook is then slipped 
under the stitch and with this added traction the stitch is brought 
into view and cut to one side of the knot. Unless it is removed in 
this way, it is very easy to cut off the knot, leaving the strand of the 
stitch to retract into the depths of the wound. This means a trouble- 
some sinus, requiring reopening of the wound to remove the offending 
stitch. 

The patient is kept in bed for two weeks, getting up on the day 
after the stitches are removed. The wound remains sensitive for some- 
time, making sitting down anything but a comfort, but four weeks 
after the operation, all sensitiveness should have disappeared. 

Dangers.—With proper technie and good after care, the danger of 
the operation should be nil. No one can forsee surgical disasters from 
an intercurrent cause, but if the vital points of the technic are dis- 
regarded, serious morbidity and even death may result. 

Improper Closure of the Wound.—1. If any dead space is allowed in 
the wound, it invariably means a hematoma. This easily becomes in- 
feeted and will usually point on the surface. It is, however, just above 
the rectum and in the upper angle of the wound the peritoneum is 
exposed. This hematoma may rupture into the peritoneal cavity, with 
fatal results. This has occurred in the experience of one of us (J. C. 
H.), causing the only death we know of. It was due entirely to 
faulty closure of the wound. 

2. Wound infection is common, but fortunately rarely serious. It 
is usually easily recognized, superficial and easily drained and does 
not prejudice the final result of the operation. 

3. Osteomyelitis of the sacrum is a serious sequel to wound infection 
—but fortunately rare. One of our cases had this misfortune, resulting 
in disability for over two years before she was finally cured. 

4. Extension of infection into one or both sacroiliac joints is a re- 
sult of wound infection and extension of osteomyelitis. The joints 
rarely suppurate, but remain excessively tender for a long time. The 
patient faces a long stay in bed, with a plaster cast to immobilize the 
pelvis, and then has to wear a sarociliae binder for months. 
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5. Wound sinuses are due to faulty removal of stitches, and mean 
reopening of the wound to remove the stitch. 

6. Perforation of the rectum and feeal fistula may occur primarily 
from traumatism at the time of operation, or secondarily from infec- 
tion. The primary wounds ean be closed at once and will usually 
heal. Those due to infection discharge for about two or three weeks 
and then close spontaneously. They rarely (never in our experience, 
two patients having secondary fistulae) require operation for closure. 

Results.—The objective sought is relief from constant dull aching 
pain and nagging discomfort. When the injury can be demonstrated 
beyond question and the operation is really needed, the results are 
exceedingly gratifying, in that all the symptoms complained of dis- 
appear completely and permanently. 

If the operation is done for pain referred to the coecyx, without 
demonstration of injury, the results are nil. There is no relief of pain 
the patient is disgusted and discouraged and the operator, as far as 
that patient, her family and friends are concerned, suffers consider- 
ably in reputation. 

The indication for the operation is, therefore, purely symptomatic 
and elective, but in properly chosen eases, there is no operation in 
gynecology in which the results are more gratifying. 
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THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS 
THIRTY-SIXTH ANNUAL MEETING 
PHILADELPHIA, PA., SEPTEMBER 19-21, 1923. 


Dr. JoHn W. Keere, Providence, R. I., read a paper entitled Reflec- 
tions Upon Hospitals. (For original article see page 144.) 


DISCUSSION 


DR. EDWARD SPEIDEL, LovuIsvitLeE, KENnrucKy.—Hospitals should be as com- 
plete as possible in their construction and equipment for the accommodation of 
patients; but the most important thing to determine is the selling space which such 
a hospital has, and how much earning power each square foot must have, and what 
the price of each square foot should be. It can be taken for granted that the 
rooms are full only three-quarters of the year. 

As has been said, a very important point is to have a committee of physicians 
in consultation with the architect. I know of an instance where for a maternity 
service the architect arranged for sixteen rooms, each provided with a bathroom. 
When it was pointed out how infrequently maternity patients took tub-baths dur- 
ing their stay in a hospital, two-thirds of the bathrooms were eliminated, and the 
capacity of floor space was increased from sixteen to twenty-four beds. 

In regard to the nursing problem, there is one feature that can and should be 
eliminated. The highly specialized nurse whose services can be utilized to great 
advantage in the operating room should be relieved from the ‘‘bed pan’’ feature 
of nursing. There should be attendants in every hospital for this work, which 
takes a great deal of the time of the specially trained nurse. 


DR. GEORGE CLARK MOSHER, Kansas Ciry, Missourt.—The most important 
essential for hospitals today is a proper endowment fund, as the great mass of 
people of a community cannot afford to pay for hospital service. The rich ean 
have whatever they want, and the poor are forced into what they need. The middle 


class of people cannot afford to pay the expenses of a high priced hospital. 


DR. JAMES E. SADLIER, PovuGukeErpsiz, N. Y.—Last February I had the 
honor of being one of three hundred physicians of New York whom the Governor 
invited in conference to discuss the question of what should be done regarding the 
lack of physicians in country districts throughout the state. It was interesting to 
note the views that were brought out. The facts were these: Out of sixty counties 
in New York state there were actually but four or five that had not been adequately 
eared for. It was found that cities of the third and fourth class had developed 
their hospital facilities to such an extent that the country districts were being 
well provided for. It simply showed that these cities and the people had taken the 
matter into their own hands. 
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The question of what was to become of the great overhead cost, that was to be 
thrust upon cities of the third class that had to look after hospital accommodations 
for the population of large rural sections, was also brought up at that meeting. 
For instance, in the district I know best, twelve years ago there were 90 hospital 
beds in two counties (Dutchess and Putnam) to care for general sickness. Today, 
with hospitals in the course of construction, there are 545 beds. What is going to 
happen with the tremendous overhead cost in maintaining such extensive hospitals? 
Perhaps it might be well if we could hear from the Pennsylvania men about the 


iaw that has been in operation there referring to subsidizing the hospitals caring 
for indigent cases. 


DR. DOUGLAS C. MORTARTA, Saratoga Sprines, N. Y.—In many localities 
we are confronted with the problem of furnishing a building and equipment for a 
hospital, while the overhead or maintenance expense is entirely forgotten. Dr. Sad- 
lier spoke of what is being done in small cities and towns, but a great calamity 
is presented in that the price is made to mect the running expenses of the institu- 
tion and the sick are being commercialized. We had fifty or sixty beds in our 
hospital at Saratoga Springs and could not meet our overhead expense, yet we made 
a drive for $100,000 which was suecessful, so we now have one hundred beds. But 
if they could not take care of the expense of fifty beds, what are they going to do 
with one hundred? This addition was thought necessary as by increasing the num- 
ber of beds, many more people could be taken care of in the obstetric wards. So 
as I stated, patients are being commercialized and forced to pay beyond their 
means. The nurses have formed unions, so to speak. They work eight hours, with- 
out exception. I believe we may be forced to secure unskilled nurses who will 
work for a moderate fee, so that the ordinary uncomplicated case can be eared for, 
with a chief to look after them. This will be a step in advance. 


In the ordinary hospital, if there is a difficult case, and the nurses change 
after so many hours, you have a hard problem to meet. You must have a special 
nurse for the case; if you have one special nurse, you must have two or three. 
If we take a man who is only earning $2,000 or $3,000 a year and a member of his 
family has to go to the hospital to receive the care and attention necessary, the 
expense will be $150 a week; and if the patient has to stay in the hospital for two 
or three weeks while the household must be maintained as usual, it surely works 
a hardship for the individual. I believe the fundamental thing is to look at the 
hospital problem from that standpoint. It is all right to talk about the doctors 
being on the Board. T have been on the Board, and the members of our Board 
of Managers are fond of their own doctor. A doctor in a hospital never resigns 
and seldom dies, so the matter is generally in the hands of one or two men. I was 
one of the pioneers in our hospital in 1904, and many of us are still there. In 
a small hospital one should look after the overhead expense. 


DR. EDWARD A. WEISS, PirrssurGH, PENNSYLVANIA.—I should like to em- 
phasize the last paragraph of Dr. Keefe’s paper. We, as physicians, should arouse 
ourselves and take an active part in solving hospital problems. We may discuss 
this question for days and not get anywhere. Hospitals do not know our views and 
it is very essential for us to go before hospital organizations and voice our opinions 
to the authorities. Possibly many of you may not know that there are two or 
three large organizations, the largest one being the American Hospital Association, 
which meets annually to discuss various hospital questions. For years they 
have been urging physicians to attend their meetings and join in their discussions. 
I have attended these meetings for the last ten years, and the number of physicians 
present has been very small. Dr. Keefe has presented a subject that is timely and 
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while not immediately associated with obstetrics and gynecology, at the same time 
it is plain that physicians should have more to do with the administration of hos- 
pitals than in the past. 


DR. JEROME M. LYNCH, New York Ciry.—It seems to me that Doctor Mosher 
is correct when he states that the crux of the whole situation is the proper endow- 
ment of hospitals. St. Bartholomew’s, New York, is unique in that it never hesitates 
in cases of emergency, regardless of the fact whether the patient can pay or not, 
to supply a critically ill patient with a night and day nurse. I have had experiences 
in many hospitals within the last twenty-five years and I have yet to see any 
hospital, except St. Bartholomew’s, where the patient is the first consideration. 
Nearly all the patients on leaving the Hospital speak in the highest terms of the 
treatment they have received at the hands of the nurses and superintendent. 


DR. MAGNUS A. TATE, CincinnaTI, On10.—Recently we had a meeting in Cin- 
cinnati for the purpose of making a drive for some $600,000.00 with which to put 
up a new building. At this meeting were invited the men who send cases to the 
hospital, and they asked us to give expression of our views as to what we thought 
a modern hospital should be like, and what we thought were the essentials to 
make it a hospital working for humanity. This was about the consensus of opinion 
of some 60 doctors who were present: the building should be compact; it should 
do away with beautiful lawns, marble halls and other things that are attended with 
unnecessary expenditures of money; there should be one part in which to care for 
patients in moderate circumstances. We have wards in which patients now pay 
$10.00 to $25.00 a week, a fee for the operating room, and from $10.00 to $25.00 
for the anesthetic. How can a member of the family of a man who is earning say a 
salary of $2,000.00 a year, a respectable, decent, honest citizen, go to one of our 
private hospitals? 


REV. THOMAS A. HYDE, SuPERINTENDENT OF CHRIST’S HOSPITAL, JERSEY 
Crry, New JERSEY (by invitation).—-I share the views of the last speaker who 


spoke of the average man and the ordinary middle class type of people. I think 
today in your particular department you are the most important men of the entire 
staff. I do not know of any place where we are having so much good work done 
for humanity as we are in the maternity department, and I am referring now to 
average people. In every other department of hospital work, we know that the 
surgeon is fairly well placed; he is usually able to collect his fee, but in a modern 
hospital—at least in our hospital—I find women going to clinics who are able to 
pay for services rendered to them. I believe we have reached a time when in this 
particular department we should make an arrangement between the obstetrician 
and the hospital for the collection of his fee. There are hundreds of people going 
out of hospitals who are able to pay a fee to the obstetrician, yet they are coming 
in as poor patients and not paying any part of the attendant’s bill. If we have 
attending obstetricians they must be paid for their services. I feel the importance 
of this because in our particular city we have come to some new arrangement re- 
garding the admission of average people who go to clinies, in order to provide 
remuneration for the attending obstetrician. 


Dr. Keefe raised a number of important questions but did not answer a great 
many. After all, we have to settle each particular problem in our own particular 
city, and I wonder if it is possible to build a modern hospital away from the center 
of population, away from the cross roads and cities and get out in the country. 
I doubt it. I believe, despite the smoke, noise, soot, ete., in our big cities, we have 
to build our hospitals where the people are. It seems to me that has been a 
progressive step in the great cities, and we must keep near the poor people. 
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DR. JAMES E. DAVIS, Derrorr, MicnigAn.—I wish to speak of one phase of 
this subject which has not yet been discussed. In each hospital there are two types 
of bookkeeping, one of which might be designated as the commercial, and the other 
as the scientific. If any of you have attempted to do clinical research work in 
hospitals, you will understand the necessity of having the scientific bookkeeping 
done well. It is found in reviewing a large series of cases that the records are 
very inadequate in many ways. 


Just one other point, in regard to the laboratory. The average laboratory pays 
the hospital handsomely, where the equipment is adequate to turn out the work. 
The equipment should be great enough to do a certain amount of research work 
all the time. If we do not have it this way, whenever the clinician wants any 
extra work done the technicians cannot do it, because they are so busy turning 
out routine work which must be done at a certain time. We ought to have one or 
more workers provided in the laboratory to take care of any research problems of 
a small or large character. This is essential for doing the most essential of all 
laboratory work, namely, the clinical research type. 


DR. JAMES F. BALDWIN, Cotumsus, Onto.—I built a hospital twenty-three 
years ago which is now the largest hospital in Columbus. We have blue prints for 
its further enlargement. I have been the presiding genius, or whatever you wish 
to call it, during all this time. We have a board of trustees, but nothing of im- 
portance is done without consultation. We have always aimed to make our charges 
such that the average man could meet them without serious trouble. We have a 
large number of rooms at $4.00 and $4.50 a day. That includes board, room and 
ordinary nursing. A large number of nurses are in training. We have the eight hour 
system and a nurses’ home for them, and we treat them as young women of educa- 
tion and refinement. In serious cases special nurses have to be secured, but in 
ordinary cases nothing of the sort is necessary because we have sufficient pupil nurses. 

The location of a hospital is of very great importance, as has been suggested. 
I do not believe, as the last speaker has said, that you can conduct a hospital 
cut in the country, even though doctors have automobiles and can get to hospitals 
very easily. The hospital should be centrally located, with reasonably ample grounds, 
but nothing elaborate. Patients want to get home just as soon as possible after 
operation, and as one of the speakers remarked (Dr. Speidel) we should do away 
with all superfluous bathrooms. Most patients want to get home long before they 
can use a bathtub. 


I recently visited the Henry Ford Hospital in Detroit, and found that every room 
had its bathroom. There are no wards or double rooms, but all are single rooms 
and exactly alike. It is very satisfactory in many respects, but I approve of small 
wards, i.e. of 2 to 4 beds. I do not like the idea of having only single rooms for 
everybody. Many patients must necessarily remain in the hospital for a number 
of days after operation; the nurse gives them a morning bath, brings their meals 
to them, attends to the bed pan, and so on, but aside from that it is almost like soli- 
tary confinement. We have a number of double rooms, and a few with three and 
four beds. We put patients in a private room until they are convalescent, then if 
they wish—as many of them do—they are put in a double room or with two or 
three other convalescents, and it is delightful to notice the pleasant friendships that 
are thus frequently formed. They feel better and leave the hospital happy and 
satisfied. Small wards for convalescent patients are all right, but not for sick 
patients. 

In the Henry Ford Hospital all employees are on a salary, from the chief surgeon 


to the lowest scullion. The salaries are good. The salary of the chief surgeon 
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is such that I do not think his position would go begging for five minutes if 
vacated. There is no worry about fee bills. 

It seems to me the time will come, as suggested by a recent writer, when 
obstetrics will be done by teamwork on the eight hour plan; an obstetrician 
will be on duty eight hours, after which somebody else goes on. Then they are not 
in a hurry. Hurry is the bane of obstetric practice. A report was recently issued 
by the State Board of Health of New Jersey which said that the death rate with 
doctors attending maternity cases was much larger than that with midwives. It was 
a source of amazement to me to find that doctors of that state had more maternal 
deaths, more stillbirths and more infant deaths under one month, than the mid- 
wives. It is a shame if it is true, and the only explanation is that the doctor is 
in too much of a hurry, is too quick with the use of forceps and pituitrin. 

A few years ago a former assistant of mine was doing a great many cesarean 
sections. He went abroad, and when he came back T thought he had been converted 
from the error of his ways. He said that in Germany among the women whom 
he examined he found many who, he was sure, would require high forceps or cesarean 
section; but in the course of time practically all of them had their babies in the 
old-fashioned way. 

One point should be made, as it comes under the head of location of hospitals, 
and that is the position of the building on the lot. If you will come to Columbus, 
where we have had for years a recruiting station for the United States, and go to 
Fort Hayes and visit the government hospital you will be amazed. The hospital 
is built, as so many are, with a court, but the court opens to the north instead of 
south. No sun ever gets in there. It is damp and dirty and filled with snow 
during the winter. The grounds are spacious, and no one knows why the architect 
did not open the court to the south so as to get the benefit of the sun. 

A firm of architects consulted me two or three years ago in regard to a large 
hospital they were building out in Kansas. I gave them my advice and suggestions 
and when I got through there was practically nothing left of their plans. They 
decided to turn the hospital completely around, and to reorganize it from top to 
bottom. 

If you indulge in marble halls, if you have an enormous overhead expense you 
cannot furnish moderate priced rooms. Much of the expense incidental to the 
building of hospitals is unnecessary. A hospital should be built substantially, with 
all necessary comforts for patients. You can then furnish accommodations at $4.00 
or $5.00 a day as we do. 

The essayist spoke of the anesthetist’s fee being from $5.60 to $20.00. There 
has to be a change there. Why should we pay the chief of. the laboratory depart- 
ment $5,000.00 or $6,000.00 a year and allow the anesthetist to collect ‘‘all the 
traffic will bear?’’ The pathologist has to be a much more capable man than 
the anesthetist. His position is a most responsible one, and yet we have no trouble 
in filling this place with competent men. Routine work everywhere should be com- 
pensated for by routine salary, and I think it would be wise for all hospitals to 
place their anesthetists on a salaried basis. Indeed, I am not at all sure but what 
ultimately the Henry Ford idea will be carried out, and all hospital employees will 
be placed on salaries, all fees from patients going into the common treasury of 
the hospital. In that hospital there is a scale of charges for every sort of service 
rendered, with a specific price for each operation. I think hospital trustees and 
the profession in gencral will watch the working out of this idea with much in- 
terest. 


DR. KEEFE (closing).—One of the reasons I brought this subject before 


the Association is the fact that you men have standing and position in the various 
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cities from which you come, and you may be the nucleus of a body which will take 
greater interest in these various problems. ‘Too frequently the physician is pushed 
aside by the energetic business man, and unless he looks out sharply, he will be 
excluded from conferences upon the management of hospitals. 


Dr. George F. CHANDLER, Kingston, N. Y., read a paper entitled 
Cutting the Ileocecal Fold as a Routine Measure in the Operation of 
Appendicitis. (For orignial article see page 149.) 


DISCUSSION 


DR. ROBERT T. MORRIS, New York City.—Many patients have symptoms 
referable to the right side of the abdomen. Often enough inertia of the ascending 
colon is the factor. Sometimes there is the long cecum described by Wilms that 
causes trouble. Fibroid degeneration of the appendix commonly disturbs the 
mechanism of the bowel on the right side. In view of these facts it would be 
difficult to determine in advance the need for cutting the ileocecal fold. I cut this 
fold occasionally but have not been impressed with its importance to such a degree 
as that expressed by Dr. Chandler. 


DR. HUGO O. PANTZER, INDIANAPOLIS, INDIANA.—In our investigation of the 
etiology of disease we are not giving due attention to anatomic irregularities. These 
occur, both congenital and acquired, in all parts and organs of the body, but con- 
genitally abound in the abdominal cavity. During their embryonal growth in one 
cavity, the many organs grow each into varying form, size, direction and arrange- 
ment, and then, what is particularly distracting, all reach out simultaneously for 
their part of the common peritoneal covering. No wonder, then, that complications 
result in displacements, incursions, torsions and disarrangements, involving parts 
of, or whole, organs. 

These anatomic irregularities obviously entail, first, impaired physiologie fune- 
tion, recurring in attacks of varying frequency, until nature establishes a tolerance 
of them; secondly, they become the seat of infections and their sequelae. In deal- 
ing with such cases clinically, we are still remarkably remiss. For instance, when 
an operation in the adult discloses such congenital imperfections, upon questioning 
the patient or family, ‘‘Has this person been much disturbed in early infancy, and 
later years,’’ almost invariably, we receive an affirmative answer. I am convinced 
the time is coming when such cases will be truly recognized and treated in infancy, 
instead of being attributed to nervous temperament, ete. I would further emphasize, 
that, as physicians, we should develop the delicate sense of touch of the blind man. 
This will enable us to outline and detect the sensitive erratic area, better than 
by the x-ray. 

Dr. Morris has spoken of neurasthenia as separately associated with such cases. 
Neurasthenia here is consequent upon such anatomic conditions, and should he 
regarded as a symptom rather than as a complicating entity. 


DOCTOR JEROME M. LYNCH, NEw York Crry.—It is quite possible that there 
is something in what Doctor Chandler has said; ‘‘that it may be occasionally neces- 
sary to cut the ileocecal fold because of its interference with the proper closure 
of the ileocecal sphincter;’’ but as a routine measure it seems to me dangerous 
and unnecessary, as in this region the lymphatie supply is abundant. Also, there 
is some difficulty after cutting this fold in covering up the raw surfaces, and 
there is also danger that the adhesions following this procedure may nullify the 
object for which the operation was performed. 
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DR. ROBERT E. FARR, MINNEAPOLIS, MINNESOTA.—I believe Dr. Chandler is 
too modest in his statement with regard to the number of cases of chroni¢ ap- 
pendicitis which are cured. I would put it at about 30 rather than 60 per cent. 
Coffey investigated a large number of these eases, and says that 70 per cent of 
them were not cured. 


I have nothing to add of a constructive nature excepting perhaps one point in 
relation to a hobby of my own. I have now something over 100 cases where T 
had to open the abdomen to determine the condition, and I left it to the patient 
and applied the physiologic test; in the case of a right ovarian cyst, a chronic 
appendix, a gall bladder or a chronie appendix in relation to the right half of the 
abdomen, I have made traction upon the various suspected organs and tissues and 
have had my patient state whether or not I was reproducing the symptoms. In a 
surprising number of instances I have been able to obtain most satisfactory results. 
I have done an operation which has seemed to better meet the indications and I 
feel that the method is worthy of a further trial. 


DR. FRANCIS REDER, Sr. Louis, Missourr.—I am going to dwell only on the 
diagnosis. Dr. Farr has just referred to a part of this clinical picture. Dr. Pantzer 
in passing his hand over the abdomen lightly and gently says he is able to diagnose 
such conditions. Dr, Pantzer may be able to do so, but there are some physicians 
who may not. I have tried in repeated cases of obscure lesions of the abdomen to 
determine whether we had to do with an appendix lesion, a gall bladder lesion, or 
other lesions affecting this clinical syndrome and have not been able to establish 


a differentiation. However, there is one point that has served me most excellently 
in determining whether the clinical picture is confined to the right iliae fossa; 
whether or not I can exelude gall bladder or duodenal lesions. The introduction of 
the finger into the rectum, hooked over a distinet fold of mucous membrane, known 
as the valve of O’Beirne, will, upon gentle traction, elicit a pain characteristic of 
a chronically diseased appendix. -The removal of the appendix when this sign is 
positive invariably cured the patient. 


DR. CHARLES P. NOBLE, PHILADELPHIA, PENNSYLVANIA.—I wish to say a few 
words not so much on the paper itself, as on the principle upon which it rests. In 
other words, this paper deals with the mechanics of surgery. I believe as long as 
surgeons continue to be mere mechanics in their thinking, they will never get very 
far, they will be only better or poorer mechanics. But that is not being a surgeon, 
beeause surgery should rest on principles and not on mechanies or mere technic. 
Operative surgery is merely the details of how we operate, not why. The main 
difficulty in the way surgeons have approached their work for years is that they 
have left out the major premise. In other words, they have been dealing with 
mechanics, instead of with the principles of surgery. The principle at stake in the 
paper is: why do not these patients recover when you operate on them? No matter 
how nice an operation you do, the patient still has the constitution he was born 
with, and this may have become damaged by local disease. This point has been 
left out of surgical writings for years. 


I was educated before this too limited point of view came into being, and I did 
not realize what had come about until some ten years ago. The younger members 
of the profession who have been educated in late years have not been taught what 
we were taught forty years ago concerning the constitutional factor in disease. 
They have been dealing only with sickness, when they should have been dealing with 
sick people. The major premise is the sick man, and in considering merely 


mechanics, the younger men have left out the major premise from their thinking. 
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DR. CHANDLER (closing).—I see that Dr. Pantzer agrees with me on anatomic 
irregularities. Dr. Lynch hates to think nature makes any mistake. I dislike 
to think so myself, but I have called your attention to the circulation around the 
rectum as being ideal if we walked on all fours. One person out of every four or 
five is born with the condition of which I have spoken and the question is what to 
do for it. I am offering a suggestion. 

Dr. Farr quotes Coffey as saying only about 30 per cent of appendicitis cases 
get well after operation. I claim that the reason for this is because the surgeon did 
not do the operation I have described. If surgeons performed this operation, a 
much larger percentage of their patients would get well, and that is the object 
of my paper. 


Dr. Rosertr E. Farr, Minneapolis, Minn., presented a paper on The 
Use of Local Anesthesia in Handling Septic Conditions Within the 
Abdomen. (For original article see page 152.) 


DISCUSSION 


DR. ROBERT T. MORRIS, New York Crry.—Personally, I find I have a sub- 
conscious sympathy for the patient, and with local anesthesia find myself working 
more slowly and deliberately than otherwise I would have done. In typhoid per- 
foration, where a complete operation may occupy less than a minute I use local 
anesthesia, also sometimes for patients with cardiac disease, but for the most part 
the tendency is to work more slowly and incompletely under local anesthesia. 


Dr. T. S. WELTON, Brooklyn, N. Y., read a paper entitled The Time 
for Operation in Ectopic Gestation. (For original article see page 
158.) 


DISCUSSION 


DR. ROBERT E. FARR, MINNEAPOLIS, MINNESOTA.—I know that in all cases 
of severe hemorrhage that are in collapse, the injection of novocain and adrenalin 
will rapidly improve the condition of the patient. It may be partly due to the 
fluid, and partly due to the adrenalin and to the novocain. In the cases we have 
had we have not deferred operation because we have never failed to follow out 
the technic IT have detailed under local anesthesia, and the patient invariably has 
improved no matter what the condition was in these cases of hemorrhage, unless 
we had to do a badly traumatizing operation. We simply make an incision in the 
abdominal wall, check the hemorrhage and do as little operating as possible. We 
start transfusion at the same time—saline or blood—and make an immediate attack 
upon the bleeding vessel. I would concur in everything the essayist has said except 
in the points mentioned. 

DR. HERBERT W. HEWITT, Dernrorr, MicuicgAN.—Without going into details 
of the discussion of the delayed versus the immediate operation, I wish to state 
that it has been my policy for a long time to do the immediate operation in nearly 
every case, first of all doing blood transfusion. In these days, when the citrate 
method may be used by any assistant, the transfusion may be given while prepara- 
tions are being made for the operation. By the time everything is in readiness 
for the operation the patient is in a much better condition. It is a faet, which 
I think is known to all, that a patient with ruptured ectopic gestation will stand 
operation very wel]. Taking this fact together with the use of blood transfusion, it 
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seems clear to me that the most advantageous time for operation is the earliest 
possible moment after diagnosis has been made. T do not believe that anything will 
be gained by waiting. 


DR. OTTO H. SCHWARZ, Sv. Louris, Missourrt.—I would like to ask Dr. Welton 
what type of lesion he found in these so-called tragic cases. In a comparatively 
small service we have had several very interesting tragic cases recently, and, with 
cne exception, the lesion was located in the isthmus of the tube comparatively 
early, the period of gestation being eight weeks or less. The lesion in each instance 
resulted from the fact that the chorionic villi had corroded the tube wall, with 
very little coagulated blood around the site of the rupture. We obtained two of 
our specimens from autopsies in outside cases. 


DR. CHARLES L. BONIFIELD, Crtnctnnati, On10.—This is an effort to classify 
these cases and to bring some law out of a chaotic condition; yet there are a great 
many cases of ectopic gestation that get well of themselves and are never recognized. 
I had this point forcibly brought to my attention ten or fifteen years ago. I 
reported a few cases at the Cincinnati Academy of Medicine, and one of the old 
doctors asked every one who had had a ease of ectopic gestation to hold up his 
hand, and not 50 per cent of the practitioners present held up their hands and yet 
every one had had a ease of ectopic gestation but had not recognized it. A great 
many had ruptured, the fetus died. and the patients got along without recognition 
of the true condition. I agree with Dr. Schwarz regarding the type of cases that 
die usually with the first hemorrhage. I do not agree with the essayist that there 
is so much danger attending these cases. His experience has been different from 
mine. If the patient has her first hemorrhage, provided she is not moved, and in 
the second place nothing is done to try to elevate the blood pressure too rapidly, 
she may get along all right. In fact, my advice in these cases has been to do 
nothing except to give them plenty of morphine. T have had a lot of these patients 
go five or six days, and to the best of my knowledge I do not regret it. On the 
other hand, in a large experience extending over many years I have operated on 
but two eases where there was really active hemorrhage that was dangerous. Just 
because we have a lot of free blood in the pelvis and can get it out, it does not 
necessarily mean that the patient is bleeding very much. It means that the patient 
has bled. If the patient’s condition is improving, well and good. Many of them 
recover, and I not infrequently run across cases a month or two after rupture, and 
not being sure of what I had to deal with, I have opened the culdesac and cleaned 
out a lot of clots, and they got well. It is sometimes wise to err on the side of econ- 
servatism. 


DR. JOHN O. POLAK, BrooktyN, New YorK.—There is one point we all lose 
sight of, i.e., abortion may occur in ectopic pregnancy as it does in intrauterine 
pregnancy, and as in the latter it may be incomplete or complete. When the 
abortion is complete the bleeding ceases. When incomplete, the hemorrhage con- 
tinues. Whether the pregnancy be in the uterus or the tube the analogy is perfect. 
The type of case Dr. Welton has been discussing is not the kind we meet in office 
practice, where we make the diagnosis before rupture or after a primary rupture, 
and operate at our convenience. He is speaking of those severe cases, extremely 
shocked, that have not died ut the time of rupture. Most of these cases rupture 
several times before the final burst; the first erosion through the tube wall is small, 
and usually closes by blood clot, or the rupture is into the folds of the broad liga- 
ment, when they may go for four or five weeks before they have another rupture. 
As we do not know when this next rupture will take place, we operate as soon as the 
diagnosis is made. In the severe cases where the woman is absolutely pulseless, 
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where there is no pressure, operation turns the balance against her. We 
transfuse these cases, but we do it coincidentally with the time we place 
a clamp on the bleeding vessel, and we get results. We do not want to raise blood 
pressure before we are ready to operate. We want to keep the blood pressure be- 
low that point which will blow off the clot. There is a type of case referred to by 
Dr. Welton where we sit alongside the patient and watch her minute by minute. 
The blood pressure shows what is happening, shows whether she is reacting, or 
whether the bleeding is still going on. If she reacts, it is folly to go in and add 
trauma to shock, if we can get her back to a point where she is a relatively safe 
surgical risk. 


DR. W. WAYNE BABCOCK, PHILADELPHIA, PENNSYLVANIA.—There is a surgical 
rule we sometimes forget, which was enunciated by the fathers of surgery, although 
often omitted from the present day text books, that on the first occurrence of a 
secondary hemorrhage you may operate; but if the hemorrhage recurs you must 
operate. This old rule holds good today, and during late years experimental evidence 
gives added reason why it should be followed. A patient may survive the loss of 20 
or 25 ounces of blood but die from a recurrent hemorrhage with the loss of but 6 
or 8 ounces of blood. Transfusion is far from being a perfect antidote, for I have 
seen a patient die from recurrent hemorrhage despite large transfusions of carefully 
typed blood. Likewise, the experimental animal that may survive an enormous 
initial bleeding, may the next day or day after die from the loss of perhaps only 
one-fifth the quantity of blood previously withdrawn. This I think emphasizes the 
point that we should be very fearful of recurrent secondary hemorrhage, and shows 
how wise the older surgeons were when they said you must operate and not delay 
if the hemorrhage returns. 

A second point—the impression I have is that vaginal section produces very 
much less shock, and can be carried out in the patient exsanguinated from ectopic 
hemorrhage with much less risk than can an abdominal section. For over twelve 
years those patients whom we felt had the tragic form of ectopic rupture have 
been brought to the operating room as quickly as possible and the hemorrhage 
controlled through the vaginal culdesac. These patients have been given spinal 
anesthesia, which is in line with Dr. Polak’s argument, for it also lowers the blood 
pressure. In the ordinary way we simply thrust a pair of curved scissors through 
the culdesac, tear the puncture widely open with the fingers, quickly introduce two 
fingers, or even the hand, into the pelvis, locate and free the bleeding tube, pull 
it down into the vagina and apply a clamp near the cornu. In two minutes the 
bleeding may be controlled, and if the patient is pulseless or nearly so, merely 
introduce gauze through the culdesae beyond the points of the clamp, send the 
patient back to bed as quickly as possible, raise the foot of the bed and use rest, 
heat, transfusion, hypodermoclysis or other measures that may seem indicated. We 
do not take time to remove the blood or clot or to wash out the abdomen; we 
merely locate, bring into the vagina and clamp the bleeding appendage. If the 
patient is in fair condition and haste is not imperative, we tie off and excise the 
affected tube. 

After the patient goes back to bed, the liquid and coagulated blood continues to 
escape through the vagina. As the patient improves, a low Fowler position is used. 
The abdominal operation is marked by Jow viability and time is lost, and the 
patient is shocked as blood and elots are baled, sponged or washed out of the 
abdomen, and the abdominal contents are exposed and manipulated. 

In the vaginal operation the hemorrhage is quickly controlled without exposure or 
manipulation of the abdominal contents, and without any effort to remove the 
escaped blood. The clamp may even be applied through the vagina in the patient’s 
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own bed in five minutes time. We had three deaths in about two years time, after 
abdominal section for ectopic hemorrhage, before we adopted the vaginal method. 
For twelve years since we have changed our method of treatment, although our 
service is not large, we have had only one death from ectopic pregnancy, and 
tkat patient, although in a very serious condition at the time of operation lived 
several weeks and died from the effects of the catheter cystitis. 


DR. JAMES E. DAVIS, Derroir, MICHIGAN. 
mentioned, in regard to the physiologic adjustment of the fetal and maternal tissue, 


Just one point that has not been 


where the adjustment is not normal, and there is im the history a number of indica- 
tions. There is quite a difference in the erosion effect of the fetal tissues upon 
the maternal tissues. I believe that patients who die quickly and have repeated 
severe hemorrhages are those in whom the maternal tissue does not offer physiologic 
resistance to the fetal tissue. The indications for treatment are often obtainable 
from a earefully taken history, and bearing in mind that the wall of the tube is 
thinned out very decidedly and that there is much corrosion in the cases where this 


physiologic adjustment has not taken place. 


DR. WELTON (closing).—Dr. Farr’s method of loca! anesthesia with adrenaline 
has great possibilities and is worthy of a thorough trial. Dr. Hewitt speaks of im- 
mediate operation and of transfusing all patients. Unless he gets donors quicker 
than we can, he is not doing an immediate operation but is doing a delayed opera- 
tion. 

Dr. Schwarz asked regarding the common type of lesions in ruptured ectopic, 
and where they are located. We find most of the lesions located either in the 
ligamentous or isthmie portion of the tube. There is no coagulation of blood 
around the lesion due to the chorionic villi. We transfuse these patients coincident 
with the operation or immediately after the operation. 


Dr. Rosert T. Morris, New York, N. Y., read a paper entitled Blinders 
in Surgery. (lor original article see page 166.) 


DISCUSSION 


DR. CHARLES P. NOBLE, PuILADELPILIA, PENNSYLVYANIA.—It seems to me, that 
all that Dr. Morris has talked about as instituting a new era in surgery, is contained 
in Hilton on ‘‘ Rest and Pain,’’ in prineiple, if not in detail. That book was pub- 
lished fifty or more years ago. All the remarks about cleaning out milk and letting 
the patient cure himself has been known since the days of Hippocrates, as the 
vis medicatriz naturae. Ambroise Paré said: ‘‘The physician treats, but God heals. ’’ 
Time does not permit me to present properly my ideas regarding what has lead to 
the demonstrated inefficiency of the younger medical men, but it is my opinion 
that since about 1890 medical education has been miseducation. It has left out a 
great many things—clinical wisdom and the constitutional factor in disease— 
und has taught a good deal of the laboratory facts, with a false and exaggerated 
estimate of their value. I have always used the laboratory in the proper way; but 
it is not the practice of medicine. It is merely a technical way of getting a 
quantitative index with reference to certain facts which one ought to know, not 
the facts themselves. If you are a good elinician you get both a qualitative and 
a quantitative index more accurately than the laboratory man, as a rule, can 


approximate it. 


DR. MORRIS (closing).—In regard to Dr. Noble’s point, every man should 


do his surgical work as quickly and as skillfully as possible. He should do the 


we 
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best he can through either a small or large incision. If you believe in making a 
mackerel incision, do it, but if you have the skill that will allow you to grace- 
fully and naturally make a small incision without shocking the patient at all, 
then you are doing the best for that patient. 


Dr. A. J. Ronay, New York, N. Y., read a paper entitled The Use of 
X-Ray Therapy in Disturbed Menstruation. (lor original article 


see page 169.) 
DISCUSSION 


DR. HENRY SCHMITZ, Cuicaco, Itt.—In our clinic we employ radium as 
well as x-rays in the treatment of benign hemorrhages of the uterus. Radium is 
used in the bleeding uteri and the small myomata. The radioactive substances 
act only on the endometrium; hence they should be used if it is desired to conserve 
the function of the ovaries. In large myomata, however, we feel that the x-ray 
is the better treatment. Furthermore, if we treat uterine hemorrhages in younger 
patients, we can gauge the dose of radium much more accurately than that of 
the x-ray. The determination of the dosage depends on the kind of normal or 
abnormal tissue to be treated and on the type of cell in each. The radiation 
dose may be irritating or stimulating; thereby function is restored and prolifera- 
tion of tissue stimulated. It is inflammatory when it causes a temporary supres- 
sion of function with subsequent restitution to normal; it is destructive or lethal 
when it destroys function permanently. 

In the ovary we probably possess the best organ to study these facts of dosage. 
The irritating dose stimulates ovulation, and hence on menstruation, the irritating 
dose causes a temporary amenorrhea, the destructive dose a permanent amenorrhea. 
These observations may be proved by clinical observation. If we use as the 
biologie unit of dose the 100 per cent erythema skin dose, which may always 
be reproduced by using the same source of ray times time of application, and may 
be controlled by a standardized measuring instrument as an electrometer, intens- 
imeter or iontoquantimeter, then the stimulating ovarian dose is attained by a 
10 per cent E. 8. D. applied to the ovary; the inflammatory dose by about 25 
per cent; and the destructive dose by 30 to 50 per cent of an E. S. D. 

When we discuss results of radiation we should mention the exact dosage that 
was used in these cases, so that other clinicians are enabled to intelligently apply 
the treatment advocated. 


DR. RONGY (closing).—I did not go into details regarding the dosage of 
radiation for the simple reason that it is not my job. This work is done by the 
radiologist. Dr. Schmitz is right when he says it is necessary for us to go into 
details as far as dosage is concerned. It is the unit of the erythematous skin 
dose established in the patient, which should be the guide. We do not give 10 
or 15 per cent of the castration dose. This dose is 35 per cent of the 100 per 
cent established unit dose, which produces erythema of the skin. These patients 
receive 25 per cent of the castration dose. A great deal depends also on whether 
the patient is a thin or stout woman, and how many fields or portals are utilized. 
If she is a thin woman, we use two portals; if she is a stout woman, we use four 
portals. 

While this work is still in the experimental stage, I believe it is possible to 
stimulate the ovary so that a woman begins to menstruate regularly, and I think 
work of this sort ought to be continued and not neglected. The work cannot be 
done except by an expert radiologist. A gynecologist, unless he becomes a radio- 


t 

1 
) 
1 
t 

a 
t 

d 

n 
d 
e 


218 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


legist, has no business to dabble in radiology. The expert radiologist has to do 
this work, and when he does it he will not overstep the bounds. 


Dr. Francis Reper, St. Louis, Mo., presented a paper entitled Lesions 
of the Cervical Stump of a Supravaginally Ablated Uterus. (For 


original article see page 173.) 


DISCUSSION 


DR. JOHN O. POLAK, BrooKkLtyn, New York.—Three or four years ago I 
went into this subject very thoroughly because I had a series of cases, all occurring 
within one year, of malignant changes in the cervix after supracervical hysterec- 
tomy. The only work done up to that time was that by Leonard, then a resident 
of the Johns Hopkins Hospital, which was open to some criticism. I went into 
the matter by personal correspondence with professional friends throughout Amer- 
ica, and succeeded in collecting 256 cases of cancer occurring in the cervical 
stump after the body of the uterus had been removed for fibromyoma. This seemed 
rather a large number, and yet at the meeting at New Orleans when I reported 
these cases, there were 11 additional cases, if I remember rightly, reported by men 
in the Section on Obstetrics, Gynecology and Abdominal Surgery of the American 
Medical Association, making a total of 267 instead of 256. My idea of treatment 
was not that every woman who was operated for a fibromyoma should have su- 
pracervical hysterectomy. My contention was that we knew that certain factors 
predisposed to cancer, and that chronic irritation was one of these factors; that 
infection was also very common in connection with chronic irritation; and that in 
Bonney’s experience every case of epithelioma of the cervix had been preceded 
by an endocervicitis. Childbirth was another predisposing factor—therefore if the 
cervix was infected or extensively traumatized it should be removed. 

The question comes up how are we to rid ourselves of this cervix. If the 
cervix is necessary for the comfort of the woman, there is no question that by 
taking it out we shorten the vagina. By taking it out we lose some of the lubrica- 
tion of the vagina. These cases are not so comfortable as when the cervix is left 
in. If we use the uterosacral ligaments for support as described in the technic 
of Dr. Baldwin, we do not have prolapse of the vaginal walls. Lately I have 
handled these cases of extensive infection or extensive trauma by panhysterectomy 
but in the borderline cases, I have left the cervix and used radium in the cervical 
canal to prevent cancer from occurring in the stump. 


DR. JAMES F. BALDWIN, Co._umsus, Outo.—For a good many years, for the 
reasons advanced by Dr. Polak, I have made it a rule, to which exceptions are 
very rare, to remove the cervix in cases of hysterectomy. Now and then, in some 
women with deep pleves, thick abdominal wall, virgins perhaps, with perfectly 
normal cervices, I have left the tip of the cervix. Every woman who has had a 
baby has a traumatized cervix, with sear tissue which is a possible source of 
trouble. ‘ 

The technic I have used is simplicity itself. I have made the complete opera- 
tion over and over again in fifteen minutes and never wounded the bladder or 
the ureter. I do not see how any one can wound these organs in an uncomplicated 
ease. When we are dealing with cancer we must remove everything widely. I 
have resected an inch or two of the ureter in cancerous cases, but there is no 
excuse for injuring the bladder or ureters in ordinary cases, so that this feature 
san be dismissed entirely; it is a blunder on the part of the operator if either 
organ is injured. The woman’s cervix projects into the vagina to the extent 
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of three-quarters of an inch; I take that out, but the vagina is not shortened. 
I have examined hundreds of such women. The vagina cannot prolapse; I do not 
see how it can be shortened, or how there can be any lack of moisture. I have 
had cases complain for a while of excessive moisture, but never of lack of moisture 
or shortening of the vagina. 


I have had no fatalities from infection. In these cases I wash out the vagina 
myself; I do not trust to an assistant or nurse, who might swab it out in a make- 
shift sort of way. I scrub it out myself with soap and hot water, so that I feel 
that it is mechanically clean. After I have scrubbed the vagina I catch the cervix 
with a volsellum, and pass into the cervix the tip of what might be called a large 
medicine dropper and inject carefully, not using so much force as to go through 
the fallopian tubes, a number of drops of full strength tincture of iodine. This 
goes into the uterus, fills it, and part of it runs out. I then flush the vagina 
with one-fourth strength tincture of iodine. I have thus practically sterilized the 
vagina and endometrium. Then going in above, the uterus is removed by the 
technic which I have used in several thousand eases, and which all my colleagues 
at the hospital have adopted. At the proper time I draw in the round ligaments 
on each side, shorten them if necessary, put a pursestring suture around the end 
of the vagina, catching the broad ligament bases and bringing them in. This 
gives a full length vagina. If the uterus has been low I have really lengthened 
the vagina, and I have taken away all possibility of cancer of the uterus. I do 
not know that I have ever had a death from vaginal infection. I do not see how 
there could be with that technic. I do not think it increases the risk one-tenth 
of one per cent to take out the cervix. , 

I personally know of 21 cases of cancer of the cervix following the subtotal 
removal of the uterus. 


DR. HENRY SCHMITZ, Cuicaco, Int.—It has been stated that carcinoma of 
the cervix is more common in the married than in the virgin woman. This state- 
ment would hold good if there were as many unmarried as married women. Brothers 
in a recent paper on the study of about 400 pelvic carcinomata, found that 88 
per cent occurred in married women. However, if we knew the ratio between the 
married and unmarried women I think we would change this statement. 

A chronically irritated cervix should be removed; it must not be left behind if 
a hysterectomy is being done. The vagina is carefully suspended by the round 
and broad ligaments, and if we carefully close the opening of the vagina by 
inverting the vaginal mucosa into its lumen, we will not have infection. 


DR. LOUIS E. PHANEUF, Boston, MASSACHUSETTS.—I would like to bring 
out one point in connection with this discussion. Granting that with a woman in 
good physical condition, the total removal of the uterus is the ideal operation, 
we, nevertheless, occasionally run across women who have had a number of chil- 
dren and have lacerated cervices, and their general condition is such that we 
fear they would not stand the added shock of a total hysterectomy. My prac- 
tice with this type of case has been to do a cervical amputation from below, to 
cover over the raw areas carefully with vaginal mucosa, and then to do a sub- 
total hysterectomy from above, suspending the small wafer of cervical tissue 
which is left by the round and infundibulopelvie ligaments. I believe that the 
performance of a total hysterectomy offers no great difficulty to one who is trained 
to do the operation. In my mind, the vaginal preparation before the operation 
is the most important step. 

My method of preparation has been to have the patient scrubbed with soap 
and hot water as carefully as if a vaginal hysterectomy was to be done; the 
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vagina is then dried and wiped with alcohol. The lacerated cervix is sutured with 
a running stitch to prevent the escape of any uterine discharge into the peritoneal 
eavity as the uterus is brought out through the abdomen. . Following this the 
vagina is painted with tincture of iodine, and a strip of gauze one yard long 
is used to pack the vagina. The end of the strip which is placed against the 
cervix is saturated with iodine. This pack acts in two ways: in the first place, it 
raises the cervix higher in the abdominal cavity, thus making the dissection 
around it easier; and in the second place the vagina is opened over iodine-gauze, 
and no vaginal secretion enters the abdominal cavity. This preparation has 
resulted from an experience which I had during my house surgeon days. A woman 
was operated on before the Clinical Congress of Surgeons some years ago, hay- 
ing a total hysterectomy done for myoma. Previous to the operation she was 
given a douche following which the vagina was not dried or prepared. TI assisted 
at the operation and during the opening of the vagina, from above, a small amount 
of the douche water and with it some vaginal secretion entered the abdominal 
cavity. The woman left the table with a pulse of 80, shortly after this the pulse 
rose to 150, and she subsequently died of peritonitis. Her death, in my mind, 
was due to the improper preparation of the vagina. 

Again, in operating on a patient who cannot stand the complete hysterectomy 
because of her physical condition, we may cone out the cervix from above, thus 
removing all the cervical mucosa. The principle used in the Sturmdorf operation 
is employed here, but the procedure is reversed, since the coning out of the 
cervix is done from above, rather than from below. 


Following the supravaginal hysterectomy I have been in the habit of suspend- 
ing the cervical stump by attaching to it the round and infundibulopelvie liga- 
ments. The suspension of the vagina following the complete operation is best 
accomplished by suturing the round ligaments to the vaginal euff. The infundibu- 
lopelvic ligaments are usually under too great tension if brought down to the 
vagina. 


DR. WM. SEAMAN BAINBRIDGE, New York City.—-For about fifteen years 
it has been my custom, where I left part of the cervix, to follow the method of 
Bland-Sutton, namely, to remove the mucus-bearing tissue by a wedge-shaped 
incision to the external os above. I have personally never seen any of my cases 
return with malignancy. 

There is one point on which I must disagree with the essayist. I feel it would 
be very unfortunate if it went out from this Society that we concur in the belief 
in a strong hereditary influence in the production of cancer. The facts before 
us today do not, I believe, warrant as yet any alarm for either profession or 
public, along this line. While there is undoubtedly an influence, with intensive 
inbreeding, in the lower animals, as proved by Miss Schley, of Chicago, and by 
the Imperial Cancer Research of London, I do not feel that any marked hereditary 
influence has yet been proved to oceur in the human subject. 


DR. RUFUS B. HALL, CINCINNATI, OHIO.—I do not believe it is the best prac- 
tice to make a total extirpation of the cervix in every ease of fibroid tumor of 
the uterus. Personally, I have not done so. I have carefully studied and ex- 
amined my cases and have taken out the cervix when it was hypertrophied and lac- 
erated, and the women have borne children when near the menopause, which the 
majority of these patients are. I have operated on many hundreds of these 
patients, and I have never had one ease come back with eancer of the cervix. I 
have no knowledge that any of my patients on whom I have done hysterectomy, 
have gone to any one else for cancer of the cervix. I think it is good practice 
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not to make total hysterectomy, unless there is some especial indication for doing 
so, such as extensive lacerations of the cervix or great hypertrophy or other marked 
disease present. If any or all of these conditions were present the cervix should be 
removed. 


DR. E. P. SLOAN, BiLoomineton, ILLiNois.—I think the inner shell of the 
cervix after hysterectomy is a menace. If we examine these patients carefully 
we will find that ninety-nine out of a hundred have a discharge, all the fibers 
of the pelvic diaphragm, have their termination in the outer shell of the cervix, 
and when you cut the ends of these fibers you can never get the natural 
union you had before. When you coapt them the union is largely of sclerotic 
tissue which sometimes gives way under tension. I do not see any reason why we 
should not leave a shell of the cervix, and I see no reason for not removing the 
inner portion of the cervix. With a narrow bladed knife, with large handle 
slightly curved and double edged, it is easy to take out a cone-shaped portion 
of the cervix when a supravaginal amputation is done, and it is easy to remove 
the same area of tissue with the cautery. 


DR. REDER (closing).—I am very glad indeed to be instructed in regard to 
the cancer situation, but if I have a married woman who has a uterine fibroid and 
a lacerated cervix, and she tells me that her mother died of cancer of the womb, 
1 am going to perform a panhysterectomy on that woman with her consent. 

I was much interested in what Dr. Baldwin said regarding cleansing the vagina 
of his patients. My difficulty in preventing the shortening of the vagina in a 
panhysterectomy has been usually the result of improper orientation. I have over- 
come this to a large extent by taking two volsella with bulbar ends, pinching one 
in the uppermost corner of the anterior fornix, and the other in the uppermost 
corner of the posterior fornix. The bulbar end of the volsellum will aid in orienta- 
tion. I think Dr. Baldwin has convinced us that his technie will prevent shortening 
of the vagina. When we find that three per cent of all fibroid tumors of the 
uterus are associated with cancer, it behooves us to give this subject serious thought 
when we meet with a patient who is suffering with a fibroid tumor. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 
MEETING OF MAY 8, 1923 


THE PRESIDENT, Dr. Wm. E. PARKE, IN THE CHAIR 


Dr. A. Hewson presented a specimen of Double Uterus, Double 
Vagina and Double Douglas’ Pouch. 


This specimen was obtained from the dissecting room in a high grade moron of 
twenty-three years of age, who had died unclaimed and whose family refused to 
report the antecedent history. The specimen illustrates the persistent remains of 
the embryologic condition of the pelvis, in that the septum starts as a complete 
fold of connective tissue covered with peritoneum from the ventral surface of the 
rectum, dividing the pouch of Douglas into equal parts and continuing forward 
to the dorsum of the uterus, which was completely separated, down to the position 
of the intravaginal portion of its neck. The septum then passed between the double 
uterus to the fornices of the vagina, through and to the vestibule of the vagina, 
where it appeared as a firm, fibrous septum covered with a mucous membrane direct- 
ly in the median line. There were only two ovaries, one on each side and in the 
normal position, as well as two fallopian tubes and two round ligaments, one for 
each uterus. The ostia were close to the dividing septum, were well marked and the 
cavity was an inch and a quarter in length. The appearance of the uterus was 
smaller from side to side, but of the normal length. There were no other deformities 


present. 


Dr. J. C. APPLEGATE read a paper entitled Rational Obstetrics from 
the Teaching Viewpoint. (For original article see page 181.) 


DISCUSSION 


DR. EDWARD A. SCHUMANN.—I am heartily in accord with all the general 
truths Dr. Applegate has enunciated. Obstetrics and internal medicine are the 
two branches which are common to almost all of us. Surgeons may describe 
surgical technic for surgeons, serologists may modify their reactions for the bene- 
fit of their serology, but when obstetricians describe their procedures it is doctor 
speaking to doctor, and we may say that any procedure which tends to lessen 
irksomeness and burdens will find a ready ear in the profession. For that reason 
we must be exceedingly careful about what procedures we advocate as aids to 
obstetrics. Now coming definitely to some of those which Dr. Applegate has 
described, I take it that he discussed in the question of termination of the second 
stage of labor, or the so-called elimination second stage, only such cases that might 
presumably be supposed to deliver themselves. The termination of difficult or 
prolonged labors has no place in this discussion. The technic will apply to the 
individual case. I feel very strongly, however, that interference with what would 
otherwise be spontaneous labor, will violate certain surgical principles. In this 
day and generation when the best surgical minds of the country are condemning 
vigorously the so-called exploratory laparotomy, unless the indication be very 
definite, when we are being urged by the American College of Surgeons and the 
American Hospital Association to eliminate every operative procedure that it is 
possible to eliminate, when we are taught that every anesthesia carries with it risk 
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of morbidity and mortality, I think it is a step backward to advocate surgical inter- 
ference in normal labor. Furthermore, I still believe—apparently this view is old- 
fashioned—that the cavity of the uterus is an excellent place for the development 
and multiplication of bacteria. The mortality during convalescence is greater, the 
deep anesthesia required either for version or the so-called prophylactic forceps opera- 
tion carries with it certain definite risks. Now in regard to the prophylactic forceps 
operation of DeLee. From Chicago comes the statement that tocophobia is be- 
coming more and more common and that women fear labor and fear the con- 
sequences of childbirth. I firmly believe if I were a Chicago woman and subject 
to a major, long drawn out operation in delivery I also would have tocophobia. 
These poor souls are not permitted to deliver themselves, without a serious surgical 
procedure in addition. Regarding forceps, in my own work and in that of my 
colleagues, every case delivered by forceps suffers more injury than if forceps had 
not been used. This applies equally to cases in which episiotomy has been done. 
I believe that without forceps less injury is done than in the use of forceps 
Therefore, I hold that episiotomy with forceps in normal labors is a mutilating 
operation, and I believe our statistics are not accurate enough to determine the 
damage to the fetal head. In regard to Potter’s work, injuries to the brain are 
much less frequent in version than in forceps, but I am still to be convinced that fetal 
mortality is not greatly increased. To summarize, I feel that any unnecessary 
manipulation is a failure. I believe that the second stage of labor, its troubles 
and difficulties, are grossly overestimated. With modern methods of narcosis, the 
second stage of labor offers little trouble in the normal case. When we come to 
deal with difficult cases, the situation is entirely different. 


DR. DANIEL LONGAKER.—The matter of ‘‘losing one’s head’’ does occur, 
and I happen to know of more than one cesarean operation done in search of a 
lost head, and anyone can tell with what dire results. Criticism was made years 
ago of a very celebrated and excellent teacher of obstetrics in this city, who was 
said to use his foreeps as skillfully as another would a hypodermic syringe, as 
a means of relieving pain. I cannot quite agree with the speaker who preceded 
me regarding the non-expediency of shortening the second stage of labor. Those 
of us who see much of obstetrics, and when I say see much of it, I mean one, 
two and three cases a day, contrasting latter day methods of practice with those 
that prevailed before, we certainly observe a vast amount of uncertainty regarding 
the duration of the second’ stage eliminated, and I think with the development of 
the personal skill that is possible, a vast amount of unnecessary suffering avoided; 
and likewise a large, a very large and widespread tocophobia. I think if we 
were in the place of some of these women we would agree with them that we did 
not want to have another baby very soon. It is pretty hard to resist the pleas 
of a woman in the throes of labor, when at that time you know that you can safely 
deliver her. I admit that it is not an easy thing to pass judgment in all cases. 
In other words, no one can always tell what is going to be a normal case of labor 
until it is over. You may attempt and fall down in judgment because you have 
underestimated the size of the head. I do not believe this need mean an increased 
birth mortality if done by one who has developed such a degree of skill as is 
easily possible. I think, on the contrary, there are directions in which the birth 
mortality is going to be lessened. T can tally these cases with those in which 
the second stage of labor was unduly prolonged, and the baby born dead in con- 
sequence. It may be expelled naturally, yes, but cord pressure results and the 
baby is dead, and a timely version or timely forceps would have saved its life. 
It is very difficult and wrong to say dogmatically that we must follow a certain 
line of practice. Every case must be individually studied and individually treated. 
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Covering my own experience of the last decade, probably the greatest number of 
mistakes that I have made consisted in failing to do an early elective cesarean 
operation. Where there is a dead baby our patients are not slow in putting this 
right up to us: ‘‘ Doctor, why didn’t you do a cesarean operation, you could have 
saved my baby and saved me a lot of unnecessary suffering.’’ It is very difficult 
to decide, but I believe this is the crux of the question. We are very apt to say 
that Potter does an unnecessary number of cesarean operations in doing 8 per cent, 
or more, but it would be very difficult to prove this, just as it would be difficult 
to prove that we would have had a lessened birth mortality of we adhered to ex- 
pectant plans of treatment. There is a great deal of fallacy in these figures of 
birth mortality. When you talk of birth mortality you are talking of the mortality 
that occurs during the first two weeks. Let an epidemic of colds or pneumonia 
break out in the nursery and birth mortality will go up. Babies will die and 
not because they were turned, or were delivered instrumentally, or were born 
naturally. 


DR. CHARLES P. NOBLE.—Perhaps it might be of interest if I should say 
something concerning the impression which recent tendencies in obstetrics have 
made upon me. The principle that action and reaction are equal and opposite 
is generally accepted. Also it is well known that movements in practice are wave- 
like, gain speed and momentum, reach their height, and then tend to subside 
rapidly. The teachings of Dr. Potter and Dr. DeLee are the height of the wave 
of the recent tendency to make obstetrics a surgical specialty, and to disregard 


the age-long knowledge that, m general, labor is a physiologic process. 


One who has had considerable experience with doctors knows that they are as 
much inclined to follow the latest fad or fashion as the women are in hats. It 
is perfectly clear that the wave of surgical enthusiasm which has dominated many 
obstetricians, has its chief danger in the likelihood that they will have numerous 
imitators of their practice among the rank and file, who have not the skill which 
lessens the unnecessary risks in the hands of misguided experts. It has been 
known from ancient times that labor for the majority of women is a physiologic 
process, accompanied by a minimum of risk to mother and child. To make it 
a major surgical procedure is contrary, not only to logic, but also to common sense. 

When surgical asepsis was applied to obstetric practice it lessened the risks of 
normal labor to mother and child. Also it lessened the risk of all operative 
cbstetrie procedures. This in turn properly induced the broadening of the indica- 
tions for the recognized obstetric operations. Unfortunately asepsis has made 
safer not only operations which should be done, but also those which could be 
done. 

If efficiency in medical practice had the same criteria as in commerce and 
manufacturing, namely, the quantity of the output and the amount of profit, 
there would be no doubt regarding the efficiency of the methods of Drs. Potter 
und DeLee. But medicine has other standards, the welfare or highest interests 
of the patient—in obstetrics, of the mother and child. The physician’s interests, 
financial income, and personal convenience, while legitimate, are subordinate and 
secondary to that of the mother and child. I can see only one good which the 
profession will reap from the present surgical wave. There is good ground to 
believe that Dr. Potter has improved the technie of podalie version. This improve- 
ment applied under legitimate indications will be a distinct advantage. I can 
perceive no such advantage as the result of Dr. DeLee’s surgical enthusiasm. 

One should add that it is a false assumption that women in general are normal, 
«nd therefore should have normal labors. We know it is a fact that probably at 
least one-third of women are sufficiently undeveloped constitutionally, or whose 
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vigor is sufficiently deficient from the average, that it cannot be expected that 
labor should be a physiologic process in them; other women are neurotic; still 
others are deformed; and so there is a definite group of women who have to be 
assisted by the obstetrician. But with the great bulk of women, I can see no rea- 
son why they should not have their babies as their ancestors had before them, 
and proceed with their labors satisfactorily. 


DR. JOHN A. McGLINN.—Probably the most important subject for discussion 
is the question of the elimination of the second stage of labor in normal cases. 
[ am not old-fashioned nor do I believe my mind crystallized when I find that I 
am not in accord with the views of Potter, DeLee and their disciples. It must 
be remembered that because something is new and interesting that it is not 
necessarily progressive: The majority of new things which come under the head 
of reform are not progressive; it is only necessary for some one to put forward 
a new idea in medicine or religion and he will have scores of followers. We can 
all reeall that following Jennesco’s visit to America that patients all over the 
country were being operated upon under spinal anethesia; when pubiotomy was 
in fashion every one laid in needles and saws and were finding any number of 
causes for the operation. The same thing happened with twilight sleep. These 
and many other measures were the rage for a time, but they all died a natural 
death. All of them had elements of good, and the good has remained; the same 
thing will happen with the measures to eliminate the second stage of labor. Potter 
has given us an excellent version; the technic will remain, but no one will follow 
Potter’s fashion of doing the operation in every case. I can see no good in the 
so-called prophylactic forceps operation and I believe that it will soon be forgotten. 


DR. NORMAN L. KNIPE.—We have all become a little iconoclastic, and I do 
not think that Dr. Applegate can possibly mean that we should not accept any- 
thing as worth while unless it has been done for the last twenty or twenty-five 
years. A number of things he mentioned are worthy of discussion. He spoke, 
for example, of the terrible accidents that often occur during obstetric practice 
because of the inexperience of the attending obstetrician in an attempt at new 
procedures—with especial emphasis on the danger of Potter’s version. He men- 
tioned one case of version in which the body had been pulled off the head and 
the head left in the uterus. Now I saw just the opposite thing done with forceps 
—the head pulled off and the body left behind. Dr. Applegate also advises 
against teaching students these various procedures for fear they might do them. 
{ have been teaching students the use of forceps for many years and yet realize 
that forceps are often dangerously misused. But I hear no one advising against 
a continuance of this teaching. We know of places where atrocious surgical work 
is done, and yet no one would think of decrying against the teaching of surgery 
in our medical schools, 

So, if a man like Potter has developed the technic of version until it is now a 
perfected and beautiful procedure, saves the perineum, relieves the patient of most 
of her pain and gives remarkable results, why not let the students know about 
it? We do not advise them to do that particular procedure without special train- 
ing any more than we advise them to take out an appendix without serving a long 
apprenticeship. I believe Dr. Applegate is misinformed about the mortality record 
of modern version. Dr. Potter’s mortality is only two and one half per cent. 

I am rather sorry Dr. Applegate did not bring up another matter. I thought 
from the title of his paper, that he was going to tell us some new way of teach- 
ing obstetrics. It seems to me that most of the teaching in our medical schools at 
the present time ought to be much better systematized than it is, and I hoped 
that his paper might touch upon that point. 
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DR. J. C. APPLEGATE, (closing).—In reply to Dr. Schumann, my com- 
parison of injuries to the head referred to the comparison between the cranial 
and intracranial injuries due to delay in the second stage and the correct applica- 
tion of forceps. I am sure that the cranial injuries due to the use of forceps are 
greater than when let alone, but not when the correct application is made, and 
when we are not guilty of incorrectly manipulating them. In answer to Dr. 
Longaker, he, like Dr. Potter, and many others, knows well how to do version. 
The point was regarding the wisdom of encouraging this unphysiologic method, 
simply for the purpose of shortening the second stage, in the hands of the average 
physician. There is where the danger lies and I am still of the opinion that 
it is not good practice to convert the normal into the abnormal, nor the physi- 
ologie into the pathologic under any circumstances—that the operation should be 
reserved for those with other definite indications for version. 


Dr. J. K. JAFre presented a paper entitled A New Method for Teaching 
Pelvic Diagnosis by Means of Manikins. (For original article see 
page 189.) 


DISCUSSION 


DR. NORMAN L. KNIPE.—The interesting thought occurred to me while Dr. 
Jaffe was explaining his manikins with Dr. Applegate’s paper in mind, how much 
more important it would be if the teaching might be confined to actual obstetric 
procedures, such as the different occiput presentations, version, the mechanism of 
normal and abnormal labors, ete., and not to the teaching of hysterectomies and the 
more serious gynecologic operations, which are more appropriate for the student’s 
apprenticeship years. 


Dr. E. B. Piper presented a set of Leg Holders for Delivery. 


These will fit any maternity bed and are adjustable to various positions from 
the exaggerated modified Walcher to the so-called gynecologic. (Figs. 1 and 2.) 
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He claimed that the tendency to postpartum backache would be largely reduced 
by this contrivance. 


A new gynecologic operating table designed by Dr. B. C. Hirst was also shown. 


Fig. 3. 


(Fig. 3.) This combined the best features of the light American table with the 
leg supports of the German type. This table can be readily adjusted to the 
Trendelenburg position, is light in weight, has wristlets and shoulder supports, and 
proper leg supports. 


\ 
| 
q 
r. 
th 
ic 
of 
he 
_| 


NEW YORK OBSTETRICAL SOCIETY 
MEETING OF OCTOBER 9, 1928 


Dr. FRANKLIN A. DORMAN IN THE CHAIR 


Dr. H. N. Vinesera reported A Case of Interstitial Ectopic Gesta- 
tion with Unusual Symptoms. 


This case possesses an interest, in that it was attended with an unusual com- 
plication, that masked very materially the chief pathologie condition, the ectopic 
pregnancy. 

Mrs. A. L. sent for her physician, on January 13, 1923 on account of a sudden 
attack of pain in the upper right quadrant of the abdomen, radiating to the 
right and posterior aspect of the body. She had also fainted. The doctor 
responded promptly, found her in bed, looking very pale and complaining of the 
aforesaid pain, radiating to the right lumbar region. There was no vaginal 
bleeding. Looking upon the attack as probably of renal origin, he asked her to 
void urine and he found it of a distinctly bloody appearance. She was admitted 
on January 18 to Beth Moses Hospital for observation. The bloody urine persisted 


for two days. An x-ray of the urinary tract exhibited a shadow in the pelvis 
of the right kidney. Cystoscopic examination disclosed an obstruction of the 


right ureter 3 em. from the ureteral meatus. Catheterization of the left ureter 
was easy, the catheter passing to the pelvis of the kidney without meeting any 
obstruction. The diagnosis was made of stricture of the right ureter, and the 
advice was to slit the ureter at the point of obstruction and effect dilatation. 

On January 30 I was asked to see the patient in consultation and obtained the 
following history. She was thirty-four years of age, had been married three years. 
Menses set in at the fourteenth year, four weekly type, three days’ duration and 
not attended with pain. She had had four spontaneous miscarriages; the longest 
period of gestation in any of them was ten weeks and the last one she alleged 
took place four weeks before the onset of her present trouble. As will be developed 
later on, it will be evident she was mistaken regarding the occurrence of a mis- 
carriage at that time. 

Her physician states, that her last menstrual period occurred October 28, 1922. 
When she skipped her period in November another physician advised subcutaneous 
injections presumably of corpus luteum, which he administered weekly to prevent 
the recurrence of a miscarriage. The last injection was given on December 
14, 1922, and on the following day she began to stain; she stained for two days and 
on the third day she had what she calls a hemorrhage, followed by the discharge 
of membranous tissue. She was not seen by a physician at that time. She states 
that following the discharge of the membrane, the bleeding stopped and she felt 
perfectly well until her present illness. 

Following the attack, January 13 she had noticed an occasional stain. At the 
time of my examination there was no bleeding. The patient had a peculiar pulled 
look, which she said was natural to her. The abdomen was quite flaccid and not 
tender at any part. On vaginal examination the uterus was found slightly to the 
right median line; a small fairly hard nodule, the size of a walnut was felt in 
the left horn of the uterus. This was not especially tender. Neither tube was 
thickened, and the ovaries were about the normal size. 


The blood showed 76 per cent hemoglobin; red cells 3,400,000; leucocytes 
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7,000; polynuclear 61 per cent; lymphocytes 59 per cent. The urine had a faint 
trace of albumin, a few pus cells and an occasional hyaline cast. 

I stated the case impressed me as one of ectopic pregnancy, but I will frankly 
confess that it did not strike me at the time that the nodule, felt in the left horn, 
was the seat of the ectopic. I rather looked upon it as a fibroid growth. I advised 
operation but this advice was not accepted. I was asked to see her again, February 
1, six days later. The condition had not changed, but the patient was not mak- 
ing any headway. She looked ill and felt weak. I suggested that if they were 
still opposed to a laparotomy, to permit me to make a vaginal eceliotomy for the 
purpose of exploration. This also was refused; on February 7, three days later, 
T was again called. In the meantime the patient had been staining off and on 
and was having more or less pain in the left lower quadrant. The woman was 
now growing impatient and clamored for relief. The nodule seemed to have in- 
creased and was somewhat tender. My advice was now accepted. 

On the following day, February 8, I opened the abdomen from above and to my 
surprise did not find a drop of the blood in the peritoneal cavity. The nodule in 
the left horn was recognized at once as the seat of the gestation. Its upper and 
outer aspect presented the characteristic bluish discoloration, the tube was curled 
about its outer surface and the mass extended into the wall of the uterus, the larger 
part being internal to the insertion of the round ligament. I made a semicircular 
incision through the uterine wall, almost at the inner border of the projecting 
mass, and was able to shell it out without rupturing it. I sutured the cut edges 
of the uterine wall with catgut, leaving the left ovary in situ. The right tube 
and ovary were normal in appearance and were left as they were. The patient 
made an uneventful recovery and rapidly gained in strength and weight. I saw 
her in my office a few days ago; she had menstruated regularly since the opera- 
tion, looked well and was entirely free from any pelvic symptoms. She still 
complained of occasional pain and discomfort in the right lumbar region. En- 
largement of the right kidney could not be made out. 

The unusual features of the case are: (1) The hematuria, the cause of which 
is still undetermined. The obstruction in the right ureter doubtless may have some- 
thing to do with it; 

(2) The fainting spell in the face of the absence of any blood in the peritoneal 
cavity. What, therefore, caused it? 

(8) How misleading a posterior vaginal section would have been in this case. 
This does not properly come under the heading of unusual features, but rather 
under that of instruction. 


DISCUSSION 


DR. FRANKLIN A. DORMAN.—I would like to ask Dr. Vineberg if he feels 
this was a progressive thing. If this woman was three months pregnant, how 
could she have presented a mass only the size of a hen’s egg, and if it was not 
progressive, why didn’t it subside by itself? Was there necessity for operation? 
What were the symptoms that disturbed the woman that made it necessary to 
perform a laparotomy? 


DR. WILLIAM P. HEALY.—I do not recali just what the pathologie micro- 
scopic findings were. Were they recorded in the report of the case? 
DR. HIRAM N. VINEBERG.—No, they were not made. 


DR. WILLIAM P. HEALY.—I should think the question would readily arise as 
to whether we were not dealing with an adenomyoma. Adenomyomata in the 
horn of the uterus are not unusual, and even bilateral adenomyomata. I remem- 
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ber a number of years ago one of those instances in which the horn of the uterus 
was removed on the diagnosis of an interstitial ectopic gestation, and was sent 
down to Dr. Williams and Dr. Welch at Johns Hopkins. They reported it was 
an adenomyoma of the uterus. It would seem to me in the absence of free blood 
in the peritoneal cavity and the long history which has just been referred to by 
Dr. Dorman, that one could not very well avoid considering the possibility of 
adenomyoma as a diagnosis here. 


DR. HIRAM N. VINEBERG.—I assumed that when I reported this case as 
an ectopic pregnancy that it would be accepted as such. I could see the mem- 
brane and the littlé fetus inside the sac as I enucleated it. She had symptoms, she 
was ill in bed and I considered that sufficient indication to try to get her well. 

I had a similar case in the Woman’s Hospital. I had made a diagnosis of 
interstitial ectopic pregnancy, but the family physician would not consent to an 
operation until the patient herself insisted upon it. It happens often in these 
cases that there are no symptoms until the third or fourth month; then there is 
a sudden rupture of the uterus presenting the appearance as if the entire 
fundus had been blown off. 


Dr. Samuet Swirt reported a case of Pregnancy Following Nephrec- 
tomy. 


Mrs. §S., age thirty-seven, gravida 1, came to see me on May 16, 1922. She 
was short, rather stout, and apparently healthy. She had been married nine 
months and her last menstrual period was March 10, 1922. Her menstrual history 
was negative. Seventeen years ago she had had her right kidney removed for 
tuberculosis, and following the operation had spent a year in the Adirondacks. 
The doctor who performed the operation died several years ago, and no details 
were available. She had been weil since, no other operations, and no serious 
illnesses. Examination showed heart, lungs and abdomen normal; nulliparous 
vagina; uterus enlarged to size of two months’ pregnancy. I referred her for 
eystoscopie examination and received the following report: ‘‘Normal bladder 
mucosa. The right ureter was atrophic, the left normal. Catheterized specimen 
was sterile and negative for tubercle bacilli. The phenosulphonephthalein test 
gave a reading of 40 per cent elimination of the dye in one-half hour after 
intravenous injection, which is a high normal for that period when both kidneys 
are present.’’ During her pregnancy urine remained free from albumin until about 
five weeks before delivery, when there was a faint trace which persisted until confine- 
ment. Her blood pressure varied from 104 to 112, until two days before delivery, 
when it went up to 120. She was delivered by median forceps, of a seven-pound 
baby. Her puerperium was uneventful, and when seen by me two months after 
leaving the hospital, she felt very well; blood pressure was 110; urine negative 
for albumin, and sterile. 

This case certainly bears out Dr. Matthew’s statement, that, ‘‘Pregnancy after 
nephrectomy is but little more dangerous to mother or child than pregnancy 
under normal conditions, provided the remaining kidney is functioning properly.’’ 


DISCUSSION 


DR. A. H. MORSE.—We have recently had three patients at Yale in whom 
a normal pregnancy followed a nephrectomy. On the other hand, we had, three 
years ago, a primiparous woman, thirty-four years of age, upon whom three 
years previously, a nephrectomy had been done for renal tuberculosis. She had 
been supervised throughout pregnancy by a physician outside the hospital, and 
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up to the time of entrance to the clinic gestation had proceeded normally. On 
admission to the hospital, her systolic blood pressure was 170; the urine con- 
tained 5 grams of albumin to the liter. There was a myocardial insufficiency and 
the patient’s breathing was so difficult that it was not possible for her to lie 
down. It was clear that immediate delivery was necessary. Since it was not 
possible to give a general anesthetic, we did a cesarean section under novocaine. 
The interesting point about the case was the fact that almost immediately follow- 
ing delivery the albumin disappeared from the urine and the blood pressure fell 
to normal. The woman is apparently well at the present time. 


DR. JOHN O. POLAK.—One point made by Dr. Matthews was very impressive, 
namely, that the failure in these pregnancies to bring on symptoms from the kidney 
was dependent very much on the length of time that had intervened between the 
nephrectomy and the oceurrence of pregnancy. Another point was concerning the 
disease that the kidney had been removed for—that in the cases of tuberculosis, 
where there had been no infection, there was less trouble than in the cases where 
there had been infection. There was less trouble in the cases where there was a 
longer interval, than in the cases followed by pregnancy shortly after nephrectomy. 


DR. WILLIAM M. FORD.—If Dr. Matthews wants one more ease to add to 
his collection, I will cite that of a young lady, now about twenty-eight years 
old, who had a kidney removed when she was about eighteen years of age. She 
now has three children, one of whom I delivered, and I assisted at the delivery 
of the other two. Since then I have taken out her appendix and operated on 
her perineum and done a retroversion without any difficulty at all. As I said, 
she is now about twenty-eight, so the interval was not so great after the removal 
of the kidney. 


DR. HIRAM N. VINEBERG.—I think the point Dr. Polak brought out is 
a very important one, that is, that these cases of tuberculosis which are operated 
upon go along comfortably. The explanation I think is this: tuberculosis, as 
a rule is unilateral and the other kidney may be perfectly sound. This, as a 
rule, does not apply to other diseases of the kidney. 


Dr. ALBERT M. Jupp described a New Physical Sign in Interrupted 
Pregnancy. 


The signs and symptoms of pregnancies have been classified as _ positive, 
probable and presumptive: Much has also been written in the last decade 
regarding interrupted pregnancies, but the end of all in literature on the 
subject, has been the watchful waiting policy. Nothing has been given us of an 
absolute, definite nature. We often are asked to give an opinion on a ease, the 
history of which will resemble the following taken at random from among my 
histories of this type: 

Mrs. A. V., age forty-three, married nineteen years, five children, oldest eighteen 
years and youngest two years; no miscarriages. She was seen on January 10, 
1923 with a history of having had the last period in June, 1922; never felt life 
and wonders why she does not begin to show signs of being pregnant. The 
physical findings showed an enlargement of the uterus to the size of about 
a four months’ pregnancy and the typical edematous, impressionable uterus 
which I find is present in all cases of this type. As a variation from this type 
ef history, we find those cases that have felt life, but since a certain stated period 
the sensation has been no longer present. But, whatever the period of interrup- 
tion, they all present this typical physical sign: the pitting of the uterine body 
similar to that present in the leg when edematous. 


232 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Seeing the case once in the office we say there are the signs and symptoms 
of a pregnancy, but whereas there has been and exists an amenorrhea of possibly 
five months or more, and the uterus presents an enlargement of a pregnancy 
of a shorter time, our usual advice is to wait for one or two months, or possibly 
for a longer period of time, before determining the final diagnosis. In the mean- 
time we tell the patient and the doctor that we suspect an interrupted pregnancy, 
and that they may expect that at any time the forees of nature will complete 
the affair by throwing off the uterine contents. This is trying to all concerned. 

By the term ‘‘interrupted’’ here, I do not inelude any type of a mechanical 
interruption, but only that type known as ‘‘missed abortions.’’ 

Two questions naturally come into mind, first, is this good advice if such an 
interruption has taken place? I know of one ease where the patient had an 
amenorrhea for a period of ten months while awaiting the inevitable abortion. 
Many others coming under my observation have existed for from four to seven 
months before a final solution in the way of a miscarriage. It cannot be logical 
that this is not productive of harm. Second: Is there any existing physical sign 
which will give us positive assurance that we are dealing with an interruption of 
a pregnancy? 

What I would like to bring to an issue is the very practical question of a 
definite diagnosis. In reviewing my histories I believe I have found a physical 
sign of great value. We all know the soft, elastic area found in early pregnancy, 
brought out and described by Dickinson and Ladinsky. In contradistinction to 
this, when an interruption has occurred, we have a most striking evidence of a 
change in the consistency of not only this area but of the entire uterus as a 
whole. In place of a soft elasticity it now assumes a doughy consistency, taking 
and retaining the impression of the end of the examining finger just as would 
a mass of dough. As this takes place the Hegar sign becomes lessened, and as 
time goes on without the completion of the process the doughiness becomes more 
pronounced, just as would happen to a mass of dough left exposed and subjected 
to an evaporation of its moisture. 

A trial of this and an observation of its truth for a number of years has 
convinced me of its value, until I now feel fully justified, ff not too early (and 
our cases seen in consultation are usually not seen early), in making a positive 
diagnosis of an interrupted pregnancy, and advise its immediate interruption by 
mechanical means, rather than allow it to go on indefinitely with all the risks 
of its retention and possibly more serious pathologic changes, such as a develop 


ment of malignant changes in the decidual tissue. 


DISCUSSION 


DR. HIRAM N. VINEBERG.—Any sign that depends upon palpation or a 
difference in consistency of what you are palpating is not pathognomonic. We 
have heard time and time again statements made by gentlemen at medical society 
meetings that they could distinguish an ectopic pregnancy by its doughy feel. I 
have seen those men make mistake after mistake. I do not wish to underestimate 
the value of Dr. Judd’s observation, and it may be of value and I shall bear 
that in mind, but while I claim to have a fair tactile sense, I must say I do not 
place a great deai of reliance on that alone. What I do find of value in these 
cases is that if you question these patients, you will elicit a history of staining 
for a short time, and it may be only very slight and only a few drops. That to 
me is a very important sign in these cases of ‘‘missed abortion.’’ 

I quite agree with the doctor in the statement that it is not perhaps a_per- 
fectly safe procedure to let these patients go on until they discharge the con- 
tents themselves. I was always of that opinion until I had one case that I kept 
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under observation, and she developed during that time a hydatid mole, which, of 
course, carries with it a certain element of danger. However, I must add, and I 
think you will all bear me out, that mere palpation and determining thereby 
whether the area is doughy or of different degrees of consistency, is not a per- 
fectly safe guide. 


DR. HERMANN GRAD.—I would like to ask the doctor if he uses an anesthetic 
in these cases to determine this consistency. 


DR. ALBERT M. JUDD.—Regarding the anesthetic, I do not use any. Re- 
garding palpation, of course, a man’s tactile sense is something that each in- 
dividual develops for himself. 
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Collective Review 


NEW BOOKS 
By Ropert T. Frank, A.M., M.D., F.A.C.S., DENVER, CoLoRADO 


N presenting a review of a large number of books, the purpose is 

not so much to dish up a piquant and entertaining resumé as to 
provide a reliable digest of what has appeared during the last few 
months, in order that the right book will find the right reader. Every 
book contains something worth while, and every volume has weak 
spots which the reviewer can point out, magnify and hold up to rid- 
icule if he so desires. What the reader wants to know, however, is 
the main motive, impartially given; he cares little either for the pub- 
lisher’s eulogies or the critic’s badinage! 

The most important book to be considered in this month’s Collec- 
tive Review, is Vignes’ ‘‘ Physiologie Obstétricale.’’! This book ranks 
in importance with Marshall’s ‘‘Physiology of Reproduction,’’ Vignes 
dealing with clinical medicine, Marshall with comparative zoology. 

Couvelaire has written the introduction which covers the subjects 
of human fecundation and the early development of the ovum. 

The three main topics developed by Vignes deal with gestation, 
parturition and the puerperium. The placenta is discussed as an 
organ of respiratory and nutrient exchange and as an internal secre- 
tory gland. The origin of the liquor amnii is regarded as both from 
maternal and fetal sources. The liver in its relation to the metabol- 
ism of the carbohydrates, fats and proteins, the disturbances noted 
in pregnancy, and the recently devised functional tests, are discussed. 
Gestation in patients with but one kidney is fully dealt with, both 
clinical and experimental data being presented. A chapter is devoted 
to the thyroid, adrenal and hypophysis and their influence during 
pregnancy. Nutrition and calcium metabolism oceupy another. Still 
another chapter is devoted to the ovary, its influence on nidation, 
abortion from over- or underfunction, and allied topics. Changes in 
the heart, circulation, blood and blood-forming organs are next 
taken up. 

It is impossible to give a detailed description even in abbreviated 
form, of all the topics dealt with, of which the factors which influence 
the size of the fetus, the causes which produce labor, an outline of the 
mechanism of labor, inertia of the muscle, effects of oxytoxies, anes- 


1Physiologie Obstetricale. Normale et Pathologique. By H. Vignes, Accoucheur 


oe, Sa de Paris. Préface du Professeur A. Couvelaire. Masson et Cie, Paris, 
1923. 


234 


{ 


REVIEWS AND ABSTRACTS 235 


thetics and analgesics, puerperal changes and static intraabdominal 
changes, due to gestation, may be mentioned. 

An admirable bibliography of the world’s literature appears in 
the form of footnotes, the most recent articles being included. Each 
chapter has an appendix consisting of short abstracts of important 
contributions. The author is to be admired and congratulated upon 
his wide reading, his facility of incorporating, and especially upon 
his happy faculty of summing up justly and convincingly. 

This modest volume of 456 pages is a real addition to our knowl- 
edge of obstetrics. It should prove of immense value to the busy 
clinician and of great service to the physiologist, who, in its pages, 
will find summarized much of what is inaccessible in the physiologic 
literature. 


An English translation of this monograph would prove welcome. 

‘‘Biologie und Pathologie des Weibes’’ under the editorship of 
Halban and Seitz is a huge undertaking, which, if successful, should 
replace the classic ‘‘Handbook of Gynecology’’ edited by Veit, now 
become almost obsolete. The completed work is to consist of eight 
volumes, appearing as each installment is finished. 

The first installment, which represents the first portion of Volume 
II, contains 464 pages. The preface declares that this collective 
treatise will contain everything that has an influence upon the origin 
and treatment of women’s diseases from ‘‘the time of conception 
to the grave.’’ Especial attention will be devoted to the newer 
serology and bacteriology, to the endocrine glands, to the influence 
of constitution and heredity. Seventy-five collaborators have been 
enlisted of which the great majority are German or Austrian. The 
old guard is conspicuous by its absence, only Ludwig Frankl, E. 
Kehrer, Lahm, Menge and Winter appearing. The younger genera- 
tion has, however, in many instances become favorably known by 
real achievements. 

Installment one contains five articles. 

Halban has undertaken the rather thankless task of dealing with 
general introductory topics. 

Polano, in many ways borrows from his excellent work on 
‘*Propadeuties’’® in his chapter dealing with the technic of gyneco- 
logie examinations. 

K6hler gives a very detailed description of the drugs used abroad 
in the cure of gynecologic ailments Many of these medicaments are 
unknown to me. The pernicious habit of giving to ethical prepara- 
tions nonmeaning trade names is steadily increasing. Sixteen dif- 
erent ovarian preparations are mentioned, while countless poly- 
glandular and other forms of medication are discussed as adjuvants 
for hypoplasia. Corpus luteum, follicle and mammary extracts are 
recommended for excessive uterine bleeding. A bewildering number 
of organopreparations are mentioned, the final unjustifiable conclu- 
sion being voiced that organ extracts have an identical but nonspecific 
action. This probably holds true, I believe, of the many valueless 


2Biologie und Pathologie des Weibes, Ein Handbuch der Frauenheilkunde und 
Geburtshilfe. Herausgegeben von Josef Halban, Wien, und Ludwig Seitz, Frankfurt a. 
M., Lieferung 1. Octavo; 288 Seiten; 116 Abbildungen im Text. Berlin und Wien, 
Urban & Schwarzenberg, 1923. 

8Geburtshilflich-Gynakologische Propadeutik. Eine Theoretische und Praktische 
Einftihrung in die Klinik und in die Untersuchungskurse von Prof. Dr. Oscar Polano, 
Vorstand der Gynikologischen Universitits Poliklinik, Miinchen. Verlag von Curt 
Kabitzsch, Leipzig, 1922. 
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preparations now employed, some of which may act as foreign pro- 
tein. The heterogeneous material of this long chapter is made more 
accessible by the division into classes such as abortifacients, narcoties, 
local treatment, ferment therapy, ete. 


Lindig deals with the new subject of protein therapy. The object 
of this medication is to increase body resistance by nonspecific means, 
especially in the presence of infection. He advocates its systematic 
use in every puerpera who develops a febrile reaction, and recom- 
mends it in adnexal disease including that of tuberculous origin. 

Seitz devotes 174 pages to the subject of x-ray and radium therapy, 
in which he has acquired such an enviable reputation. Seventy-five 
pages are required to describe the physics, armamentarium and biol- 
ogy of the rays. Castration, stimulation of the ovaries, treatment of 
tumors—fibroids, sarcoma, carcinoma—are discussed. Technic is de- 
seribed with great detail. The last thirty pages are devoted to the 
use of radium. Seitz’s is the best article of the five and is the only 
one which has a convincing ring to it. The others for some undefin- 
able reason bear an unduly detached and academic stamp. 

This monumental undertaking deserves every encouragement pos- 
sible. I trust that each volume will be graced with a separate index 
and that the bibliographies in succeeding installments will show 
greater completeness and care in their preparation. 

The third edition of Faure and Siredey’s two volume gynecology‘ 
is a large and well-balanced textbook, the result of collaboration of 
a gynecologist and internist. The object of this collaboration was 
to give due importance to nonoperative methods and not to slight 
functional derangements. It is questionable whether this object 
could not be better attained if gynecologists receive broader pre- 
liminary training, and in later life do not allow themselves to be- 
come narrow and onesided specialists. 

The book gives an insight into the best gynecologic practices of the 
French. The illustrations of operations, printed in two colors, are 
clear and instructive; the many drawings of microscopic specimens 
are truly admirable, and six elaborate colored plates adorn the text. 


A number of changes would improve the book. Among them I 
would instance the entire recasting of the chapter dealing with 
‘*selerosis of the ovaries’’ which is entirely out of date, the incorpora- 
tion of an effective operation for cystocele, adequate descriptions of 
adenomyoma, adenomyositis, and a revision of the article on syphilis, 
with due consideration of dark-field diagnosis. Most pathologists will 
disagree with the authors that myoma of the uterus may be due to 
some ‘‘dystrophie trouble’’ resulting mainly from hereditary or ‘‘di- 
asthesiques’’ influences. 

The ninth edition of this sterling book by Ribemont-Dessaignes and 
Le Page,® appears in two volumes aggregating together 1573 pages. 
Lepage died in 1917 and Ribemont-Dessaignes has delegated the re- 
vision to his pupil Le Lorier. The book, though slightly old-fashioned, 
is replete with an immense amount of information based upon the huge 
material of the Paris maternity hospitals. Any one desirous of finding 

4Traite de Gynecologie. Médico-Chirurgicale, By J. L. Faure and A. Siredey, 
Troisiéme Edition, Chez Gaston Doin, Editeur a Paris. 1923. 

‘Traite D’Obstetrique. Par MM. A. Ribemont-Dessaignes et G. Lepage, Avec 587 


Figures Dans Le Texte Dont 452 dessinées par Ribemont-Dessaignes, Neuviéme Edition, 
Revue et mise a jour par V. Le Lorier; Masson et Cie, Editeurs, Paris, 1923. 
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references to the older, basic researches and casuistie in obstetrics, 
ean consult this treatise. 


It is to be hoped that this valuable book will be saved from pre- 
mature oblivion by a thorough revision in a future edition. 


A third edition of Pfaundler and Schlossmann’s ‘‘Handbuch der 
Kinderheilkunde’”* is appearing. This book is well known to Amer- 
ican pediatricians because of a translation of the second edition, 
which was edited in 1912 by Shaw and La Fetra. In order to avoid 
mere emendation and revision, subjects have been reassigned, so that 
no previous collaborator has the subject he dealt with in former 
editions. 

The first volume, which as yet has alone been completed, contains 
a general introduction dealing with the history of pediatrics, the 
biology of early development, mortality and morbidity of childhood, 
examination, prophylaxis, pediatric pharmacology and child culture. 

A series of chapters are devoted to the physiology of nutrition and 
metabolism, another to the special pathology of the newborn, the 
premature and the child arrived at puberty. More than two hundred 
pages are devoted to diatheses and general diseases among which are 
included status lymphaticus and diabetes mellitus, in spite of the 
fact that the last portion of the book covers the pathology of the 
endocrine glands. 

The large format, good paper, excellent illustrations and wonder- 
ful colored plates, together with marginal index make this noteworthy 
book pleasant reading. 

Some specially interesting topies deserve emphasis. Schlossmann 
deals in great detail and with much clearness with the hygiene of 
children’s asylums, schools and other institutions. The development 
and anatomy of the breast written by v. Jaschke is excellent. Riet- 
schel does not approve of the v. Pirquet system based on the ‘‘Nem.”’ 
As the nutrition of children is today a burning economic and medical 
question in Germany, much attention has been devoted to this topic 
(Rietschel E. Miiller). The plates illustrating the pathology of pre- 
mature children, as described by Ylpp6 of Helsingfors, are superb. 
Apparently insulin is as yet unknown in Germany. Wieland of Basel 
has written an instructive chapter on thyroid diseases. He prefers 
whole gland tablets to either thyreiodin, thyroglobulin or thyroxin 
for substitution therapy, and, like most careful internists, is doubtful 
as to whether operative treatment of exophthalmie goiter is really 
justified. Fisch] coneludes that the thymus has no endocrine function. 

The first volume of this Handbook is most worthwhile and should 
appeal equally to the general practitioner, for whom it is primarily 
written, to the pediatrician and obstetrician. 

The underlying purpose of Lahm’s monograph’ is to place the 
pathologie anatomy of women’s diseases before the general practitioner 
in such a guise that it will impress him as a live, essential study and 
not, as so frequently happens, as a lifeless, colorless theoretic and 


*Handbuch der Kinderheilkunde. Ein Buch fiir den praktischen Arzt. Heraus- 
gegeben von Prof. Dr. M. von Pfaundler und Prof. Dr. A. Schlossmann, 4 Binde mit ca. 
100 meist -farbigen Tafeln und ca, 500 Textfiguren. I. Band, 2 Auflage mit 18 
Tafeln und 198 Textfiguren. Verlag von F. C. W. Vogel, Leipzig, 1923. 

"Die Pathologisch-Anatomischen Grundlagen) Der Frauenkrankheiten, 24 Fortbil- 
dungsvortrige aus dem Gesamtgebiet der Gyniikologie von Professor Dr. Wilhelm 
Lahm, Vorstand des Laboratoriums der Staatlichen Frauenklinik zu Dresden. Mit 
71 Abbildungen auf XXII Tafeln und im Text. Verlag von Theodor Steinkopff, 
Dresden und Leipzig, 1923. 
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purely academic luxury. The book is based upon twenty-four lectures 
arranged for short postgraduate instruction. 

Under ‘‘fluor’’ he discusses vaginal, cervical, corporeal and _ sal- 
pingitie infections, but classifies gonorrhea and tuberculosis separately. 
The rationale of fluor-therapy is discussed at length and resorcin 
recommended. Pain in gynecology, the etiology of new growths, the 
nervous system of the pelvic organs and gynecologic hemorrhages are 
some of the topics treated in an original and incisive fashion. He 
places follicle rupture during the midinterval. His classification of 
ovarian tumors is that of Pfannenstiel. 

The book is clear, short, simply written and a useful guide to right 
thinking in gynecology. 

In contrast to the preceding volume MecCann’s book*® appears to 
have been written under the somewhat obsolete conception that the 
general practitioner insists that his information be obviously practical 
and concentrated, and also punctuated with numerous ponderous pre- 
scriptions. 

In spite of a distinet prejudice engendered by the above mentioned 
methods of presentation, I will confess that the perusal of MeCann’s 
book proved both pleasurable and profitable. Its pages are replete 
with valuable information concisely put. A conservative standpoint, 
tinctured by good judgment and wide experience, appears through- 
out. The author professes a touching confidence in ichthyol. He 
advises operation in backward displacements which produce no symp- 
toms, and approves of emptying the uterus in septie abortion, none of 
which views is shared by me. 

From across the Atlantic comes a modest volume containing the 
Transactions of the Edinburgh Obstetrical Society for 1922.° The 
presidential address mentions the death of two men well known 
in gynecology, namely, David Berry Hart and Francis W. N. 
Haultain. Of the twelve papers printed I have space to refer to 
only two, the one casuistie by H. S. Davidson on ‘‘A Case of Ovarian 
Dermoid rupturing into the Bowel during Labour,’’ the other by 
James Young ‘‘A Further Study of an Organism Obtained from 
Caneerous Growths.’’ Young concludes that carcinoma, lymphosar- 
coma and leukemia are due to an infecting organism of the coli- 
typhoid group. This work resembles that of Russel, Sanfelice, 
Leopold, Nuzum and many others, none of which is conclusive. 

The next four books to be taken up throw sidelights, from various 
angles, upon the subject of sex. Magian’s sensible, restrained and 
sympathetic presentation carries the widest appeal of the four. at 
least to me. 

Miss Ettie Rout’s book’® is an appeal to women to make marriage 
safe. ‘‘The control of fecundity and the control of infection are 
parallel problems.’? She very clearly indicates the measures to be 
taken by both women and men, the latter based on the experience 
gained among the British and Anzac forces during the World War. 
The inerease of danger due to alcoholic indulgence is emphasized. The 


®The Treatment of Common Female Ailments. 3y Frederick John McCann, M.D. 
Edin., M.R.C.P. London, F.R.C.S. England, Surgeon to In-Patients Samaritan Free 
Hospital for Women, London, etc., ete. Edward Arnold Co., London, 1922. 

*Transactions of the Edinburgh Obstetrical Society. Session 1921-1922, Volume xlii. 
Oliver and Boyd, Tweeddale Court, Edinburgh, 1922. 

Safe Marriage. A Return to Sanity, by Ettie A. Rout, With Preface by Sir Wil- 
liam Arbuthnot Lane, Bart., C. B., M. S. William Heinemann, London: 1923. 
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book is entirely free from cant, amateurishness or false viewpoint of 
sex. She states that birth control of the responsible classes allows 
‘‘the responsible being out-bred by the irresponsible.’’ In spite of 
an almost deadly earnestness throughout, a note of humor has crept 
into the footnote which ends—‘‘The worst feature of the British 
Empire is that there are too many Englishmen and not enough 
Anzaes.”’ 


Magian’s ‘‘Sex Problems in Women,’’!! endeavors to enlighten the 
general practitioner upon the many delicate questions which are con- 
stantly submitted to him, and to aid him in treating conditions which 
he constantly encounters. The book is written by a well balanced, 
but not a hide-bound conservative, who knows human nature, who 
recognizes the value of Freudian doctrines, but refuses to assign every 
impulse to the sex motive. Sound medicine, sound psychology and 
good common sense are to be found in these pages, quite free from 
the admixture of pornography so commonly tinging such literature. 
This book is to be recommended. 

Liepmann’s book” is a study of ‘‘synthetic sexual psychologic de- 
velopment’’ in the form of ten lectures. The course at the outset at- 
tracted one hundred auditors. Before the end the audience had 
increased to seven hundred. This does not surprise me when the 
subjects presented are considered. 

The contents deals with procreation from the ameba up, touches 
upon the development of the female sex organs from a _ bisexual 
Anlage, mentions chromosomal inheritance, Weissmann’s hypothesis 
and Mendel’s theory. The male plasma possesses the procreative 
urge and the female protoplasm is guided by selectiveness. Physi- 
cally, woman is more vulnerable because of the communication of 
the fallopian tubes with the abdominal cavity and because of the 
monthly follicle rupture. Biologically, woman is inhibited and pas- 
sive, but more irritable and reactive than the male. 

The importance of the five senses in eroticism is graphically de- 
scribed. Operative intervention such as the mika operation, in- 
fibulation, ete., are discussed; the origin of tatooing, dancing, music, 
ete., and their influence on sexuality are mentioned. Infantile pre- 
puberty sexualism, dualism in love, aberrations, ete., are not omitted. 
The book is well written, shows wide knowledge of the subject, at 
times places poetry above accuracy, and often emphasizes phases of 
the subject which require no mention to a nonmedical audience. The 
confessions of his auditors, both male and female, which occupy the 
last hundred pages of the volume, are not edifying. As a psychology 
the book does not impress me greatly; as a pathology of sex it has its 
value. 

Stekel’s'® conception of frigidity is that of a psychoanalyst. To 
him dyspareunia signifies frigidity and absence of orgasm, upon which 
he places the highest significance. Apparently neurasthenia, infantil- 


1Sex Problems in Women. By A. C. Magian, M.D., Gynaecologist to the Man- 
chester French Hospital; Médaille De La Réconnaissance Francaise, Médaille Du Roi 
Albert. William Heinemann, London, 1922. 

2Psychologie der Frau. Versuch einer synthetischen, sexual-psychologischen 
Entwickelungslehre in Zehn Vorlesungen, Gehalten an der Friedrich-Wilhelms-Uni- 
versitat zu Berlin, von W. Liepmann. Zweite, Umgearbeitete Auflage, Verlag von 
Urban & Schwarzenberg, Berlin und Wien, 1922. 

BDie Geschlechtskalte der Frau. (Eine Psychopathologie des Weiblichen Liebesle- 
bens.) von Dr. Wilhelm Stekel, Nervenarzt in Wien. Zweite, Verbesserte und Ver- 
mehrte Auflage. Urban & Schwarzenberg, Berlin und Wien: 1921. 
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ism, unconscious homosexuality play the major réle. The importance 
of Freud’s sexual trauma of childhood has been creatly exaggerated 
according to Stekel; more often such shocks are sustained between 
the seventeenth and twenty-fourth years of life. Many interesting 
topics are treated in an interesting way, such as the ‘‘spoiling’’ of 
an only child, the distant love shown to matinée idols, the sudden 
development of a latent dementia precox after sex trauma. There 
is a constant fight between the infantile and anti-infantile, sexual 
and antisexual, physical and soul, and such conflicts in the neuras- 
thenie produce disease. A wealth of well written case histories are 
included. The book is an important contribution and well worth 
reading even by those not in full accord with its conclusions. 


Sampson" has given us a practical book, in which technical verbiage 
has been reduced to a minimum, to furnish the doctor or staffs of 
institutions just starting physiotherapy with proved, good methods. 
Physiotherapy is justly termed the human salvage service, and only 
too often physical methods have been neglected, derided and al- 
lowed to drift into the hands of the quack. Perhaps in consequence 
of repeated attacks Sampson adopts a defensive attitude which is 
unnecessary. 


All methods of physiotherapy are discussed. Especial usefulness 
is credited to diathermia, static modalities and ultraviolet rays. The 
treatment of acute and chronic x-ray burns is given in great detail. 

One of the main values of this book is the minute care with which 
technical details are described, as the author justly emphasizes, upon 
which depend the subsequent success or failure. The author has had 
a huge experience in the war and post-war reconstruction hospitals. 
On the whole, though enthusiastic, his claims appear well substan- 
tiated. I cannot agree, however, with either the view or the verbiage 
which implies that in large white kidney, combination of diathermia, 
statie condenser discharge and fractional doses of x-ray will ‘‘stop 
further destruction by damping out the ‘itis.’ ”’ 

The next book’® is written with a diametrically opposite aim to 
that of the preceding; v. Seuffert has written a textbook describing 
the physical, biological and clinical foundation of deep-ray therapy 
in gynecology in order to enable gynecologists, who do not practice 
radiotherapy, to advise their patients intelligently. The text in great 
detail delves into the theory, especially of measurement of quantity, 
and describes all the new methods elaborated at Erlangen and Frei- 
burg. Any one interested in sterilization, treatment of fibroids, sar- 
coma and carcinoma of the uterus and other pelvie conditions such 
as tuberculous salpingitis will find instructive reading in these pages. 

Blomfield’® deals acceptably with the entire field of anesthesia. He 
prefers the C. E. mixture (chloroform-ether) for abdominal work, 
and regards nitrous oxide-oxygen as best where the vitality is at 


“Physiotherapy Technic. A Manual of Applied Physics. By C. M. Sampson, M.D. 
With Eighty-five Illustrations, C. V. Mosby Company, St. Louis, 1923. 

Lehrbuch der Physikalischen, Biologischen und Klinischen Grundlagen zur Strah- 
len-Tiefen-Therapie und threr Anwendung in der Gynakologie. Von Prof. Dr. Ernst von 
Seuffert, Med. Rat der Hebammen-Schule in Miinchen Mit einem Geleitwort von Geh.- 
Rat Prof. Dr. A. Déderlein. Mit 77 Abbildungen im Text und 21 Tafeln. Berlin 1923, 
Verlag von S. Karger. 

6Anaesthetics in Practice and Theory. A Textbook for Practitioners and Students. 
By J. Blomfield, O. B. E., M.D. (Cantab.), Senior Anaesthetist to St. George’s Hos- 
pital and Lecturer on Anaesthetics to the Medical School, Chicago Medical Book 
Co., Chicago, 1928, 
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low ebb. His chapter on the choice of anesthetics is most instructive. 
He warns half jocularly that in the future the barometric pressure 
may have to be considered in the airship hospital when narcotizing 
a patient. 

Peritz’’ presents the subject of the internal secretions from the 
clinical standpoint for the practitioner and student. The cardinal 
diseases are described clearly. As is readily understood, when deal- 
ing with a specialty still in the formative stage, many assertions are 
debatable and many opinions will require revision. The descriptions 
of the causes of homosexuality and infantilism are most interesting. 
Biedl’s'® monograph represents a Referat prepared for the thirty- 
fourth German Congress of Internal Medicine in 1922. The booklet 
gives a good generalization of the pathologic changes in and the 
clinical manifestations resulting from pituitary disturbance. 


Biedl believes that the hypophysis is necessary for the maintenance 
of life. He prescribes anterior lobe extract, and accepts tethelin as a 
potent remedy, although all newer researches discredit both these prod- 
ucts. He also quotes Goetsch’s repeatedly discredited experiments on 
the influence of anterior pituitary extracts on the development of the 
sex glands. 


Reed’s’ obstetrics for nurses is valuable for the classroom, and 
yet also adequate for postgraduate reference. The book is pleasant 
and simple in its presentation, does not attempt to make a physician 
of the nurse, but gives her worth while and true information. 

He is correct in stating that an obstetric nurse should specialize. 
His advice on page 177 is as valuable as the admonitions of Polonius 
to his son, and I shall transcribe it verbatim. 

‘‘Any patient who is at all reasonable can be managed by a tactful 
nurse without the consciousness of being opposed or directed. Gossip, 
hospital stories, criticism of other cases, other nurses, or of doctors 
should be avoided. The patient is deeply interested in her own ease, 
and the private troubles of the nurse do not concern her nor enlist 
her attention for more than a few polite but unpleasant moments.’’ 

May all nurses read these words, take the advice to heart and prac- 
tice it. 

Sauer”? has written a short nursery guide of which the first one 
hundred and twenty-three pages deal with the care and hygiene of 
the infant, the next chapter takes up the common ailments, and the 
final chapter covers the care of the sick infant. The book is brief, 
to the point and well gotten up. 

Chapin’s*? excellent and well written book is interesting reading. 


“Einfuhrung in die Klinik der Inneren Sekretion, von Prof. Dr. G. Peritz, Ner- 
venarzt in Berlin. Mit 31 Abbildungen. Verlag von S. Karger, Berlin, 1923. 


8Physiologie und Pathologie der Hypophyse. Referat von Prof. Dr. Arthur Biedl. 
Prag. Verlag von J. F. Bergmann, Miinchen und Wiesbaden, 1922. 


2Obstetrics for Nurses. By Charles B. Reed, M.D., Obstetrician to Wesley Me- 
morial Hospital, Chicago. One Hundred Forty-four Illustrations Including Two Color 
Plates. C. V. Mosby Company, St. Louis, 1923. 

*Nursery Guide for Mothers and Nurses. By Louis W. Sauer, M.A. M.D., Senior 
Attending Pediatrician, Evanston Hospital; formerly Attending Physician Chicago 
Infant Welfare, and Assistant Attending Physician Children’s Memorial Hospital, 
Chicago, Illustrated C. V. Mosby Company, St. Louis, 1923. 


*tHeredity and Child Culture. By Henry Dwight Chapin, M.D., President of the 
Children’s Welfare Federation of New York; Medical Director of the Speedwell So- 
ciety ; Emeritus Professor of Medicine (Diseases of Children) at the New York Post- 
Graduate Medical School and Hospital; Ex-president of the American Pediatric 
Society. With a Foreword by Professor Henry Fairfield Osborn. E. P. Dutton & 
Company, New York, 
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The future of the world depends on the child more than ever in this 
shell-shocked age, so that ‘‘infant salvage’’ assumes great importance. 
He decries the ‘‘hopeless determinism’’ of biologists and inclines to- 
ward Conklin’s view that a relatively poor inheritance with excellent 
environmental conditions often produces better results than a good 
inheritance with poor conditions. Social inheritance plays a huge rdle. 
This is the experience of accomplishments of past generations handed 
down. The ‘‘primitives’’ are those left behind. Quality, not quantity, 
is to be sought in children. The book mirrors the mature reflections 
of a clinician who has not forgotten how to think and generalize. 

Of its kind, a ‘‘Student’s Aid’’ to Gynecology, Tottenham’s*? small 
pocket-sized book is not bad. What I am looking for is a moderate 
sized and priced textbook, instead of the usual bulging encyclopedic 
tome, a golden mean between the useless epitome and the verbose hand 
books now current. The student’s curriculum is so crowded that the 
wheat must be sifted from the chaff before it is offered to the learner. 

At the instigation of the Medical Research Council Burn and Dale** 
have studied the subject of standardizing pituitary extracts. They 
recommend the general adoption of a theoretical strength of 10 per 
eent fresh infundibular substance as laid down by the U. S. Pharma- 
ecopeia. At best even this standard is variable. Of preparations on 
the market variations in strength from one to eighty, as measured by 
the oxytoxie strength, were found. 


2Aids to Gynaecology. By Richard E. Tottenham, B.A., M.D., B.Ch., B.A.O., D.P.H. 


(Univ. of Dublin), F.R.C.P.I. Censor and Examiner in Midwifery, R.C.P.I.: Fellow 
of the Royal Academy of Medicine, Ireland; Late Assistant Master, Rotunda Hospital : 


Late Examiner for the Licence in Midwifery, R.C.P.I.:; Assistant Pathologist to Dr. 
Steevens’ Hospital. Sixth Edition, William Wood & Company, New York, 1923. 
3Medical Research Council. teports on Biological Standards, I. Pituitary Ex- 


tracts. By J. H. Burn, M.A., M.B. and H. H. Dale, C.B.E., M.D., F.R.S., Published 
by his Majesty’s Stationery Office London 1922. 


Selected Abstracts 


Sterility 
Gibbons, R. A.: Sterility with Reference to the State. British Medical Journal, 

March 18, 1922, p. 427. 

From 1840 to 1880 the birth rate of England and Wales was about stationary 
at 35 per thousand. In 1897 the birth rate was about 29.7 per thousand. Since 
1917 the rate has been between 17 and 18 per thousand. The percentage of 
illegitimate births to total births in England and Wales is about 4 to 5 per cent, 
in Scotland about 7 per cent, in Ireland 2 to 3 per cent. About 45 per cent of 
illegitimate children were born to domestie servants. During the first year of 
their lives about 0.99 per cent of legitimate, but 9.1 per cent of illegitimate 
children died. The birth rate has fallen in most of the European countries, being 
most abnormally low in France. Among the so-called intellectual class, the 
average number of children per marriage was less than two. The compilation 
of statistics by Dr. Jacques Bertillon shows that the largest number of children 
are born to the classes lowest in the social scale. Economic analyses have proved 
that the birth rate falls as the income increases. ‘‘The gospel of comfort’’ is 
i great factor in the reduction of the birth rate. The writer mentions the im- 
portance of abortions, stillbirths, and deaths due to congenital causes. He be- 
lieves that every man and woman should have medical examination before marriage. 
Gonorrhea is probably responsible for 50 per cent of absolute and relative sterility 
in women. Syphilis influences infant mortality, since probably about one-fifth to 
one-fourth of abortions and stillbirths are due to this cause. He concludes that 
definite arrangements should be made for conserving the lives of illegitimate chil- 
dren. Secondly, he believes in compulsory notification of gonorrhea and syphilis. 
Third, he thinks that ultimately we must not expect an average of more than two 
births from each marriage. In view of the fact that four children per marriage 
is necessary to maintain population, the problem of race suicide is one of the not 
too distant future. F. L. ADAIR. 


Evans, H. M., and Bishop, K. S.: On the Relations Between Fertility and Nutri- 

tion. Journal of Metabolic Research, 1922, i, 335. 

These authors made extensive experiments on rats, involving several hundred 
individuals and covering a period of two years. They found that by feeding 
a balanced diet, but in limited amount, it was possible to stunt the growth of 
young animals. Depending somewhat on the degree of underfeeding, the estrous 
cycle either did not appear at all or at more or less protracted intervals. On 
the whole, the greater stunting resulted in the more marked disturbance of the 
ovulation rhythm. 

A earbohydrate-free diet which was otherwise ample, affected neither the 
growth nor the sex physiology. The absence of fat from the diet affected the 
growth and, more especially, the sexual development of the animals. In both 
cases the results varied according to the amount of protein administered. Animals 
reared on a diet low in protein were badly stunted and the estrous cycle was 
badly interfered with. 

While a diet poor in salts did not materially affect the growth of the rats, 
it did have a disastrous effect on the sexual function. Absence of the several 
vitamines had a similar effect. Feeding only a single article of feed, such as 
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boiled beef or milk, also affected the sexual development to a much greater ex- 
tent than the rate of growth. In short, the work of these authors seems to 
show that rats reared on any defective or insufficient diet, may have a normal 
rate of growth and yet their fecundity and fertility be markedly interfered with 
even without any upset of the ovulation rate. Should the latter occur, the im- 
pairment is a grave one. R. E. Wosvus. 


Macomber, D.: Defective Diet as a Cause of Sterility: Final Report of Fertility 
Studies in the Albine Rat. Journal American Medical Association, 1923, Ixxx, 
978. 

Macomber, working with Reynolds, carried out experiments with rats to deter- 
mine the effect of different diets on breeding and sterility. They were able to 
produce a complete sterility in a certain number of the animals. No changes in 
the ovaries or testicles were found in these animals. Further experiments proved 
that in some of the cases of sterility, the question of breeding played a marked 
role, for by remating the supposedly sterile animals to highly fertile partners, 
they were able to cause reproduction. Therefore, they speak of relative fertility 
in these artificially produced sterile rats. They conclude that there may be great 
individual variation in fertilities and such variation is increased by in-breeding and 
by deficient diet. They speak of a certain level of fertility as the threshold of 
reproduction, and the results of mating are dependent on whether the animals 
are above or below this level. W. KERwIn. 


Evans, H. M., and Bishop, K. S.: Existence of a Hitherto Unknown Dietary 
Factor Essential for Reproduction. Journal American Medical Association, 
1923, Ixxxi, 889. 

Experiments carried out by these workers show the effect of vitamine diet on 
fertility and on the fate of the implanted ovum in the guinea pig. A very care- 
ful selection of animals was made and several different diets were used. Several 
hundred experiments were conducted. Each animal had a previous trial gestation 
to rule out an existing sterility. The animals were subjected to intercourse and 
checks were made as to the oecurrence of fertilization by the use of the placental 
sign. By dietary control they could cause either sterility, or death of the embryo 
in utero, or bring the animals to term with live offspring. Many foods were ex- 
perimented with to cure the dietary sterility. Oil extracts of these foods were used 
to 100 mg. per day and cures obtained. W. KERWIN. 


Novak: Diagnosis of the Patency of the Tubes by the Rubin Test. Wiener 

Klinische Wochenschrift, 1922, xxxv, 789. 

The technie used is that described by Rubin. The author has tried the method 
in 21 cases in which the most careful examination did not reveal any cause for 
sterility. In 11 of these the husbands were examined and found to be normal. 
Sixteen cases had a primary and five a secondary sterility. -In 12 the result of 
the inflation was controlled by x-ray which agreed with the result shown by the 
manometer. Ten came to laparotomy, nine of which showed conditions agreeing 
with the Rubin test, while in the other no cause could be found for the tubes 
not being permeable to the gas. The author feels that the test is valuable in the 
diagnosis and prognosis of such cases. FRANK A. PEMBERTON. 


Furniss: The Rubin Test Simplified. Surgery, Gynecology and Obstetries 
xxxiii, 567. 


, 1921, 


Instead of using the continuous flow of carbon dioxide for testing the patency 
of the fallopian tubes as used by Rubin and others, Furniss inflates the tubes by 
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means of a 30 c.c. glass syringe. By means of a T-tube he connects the manom- 
eter between the syringe and cannula. The syringe is filled with COz from a 
tank, allowing the gas to displace the piston. In order to detect cervical leakage, 
the patient is placed in the Trendelenburg position and the vagina filled with water 
after the cannula is introduced;{ thus any escape of gas would be detected by 
bubbles rising in the water. As/the capacity of uterus and tubes varies between 
5 and 15 ¢.¢., Furniss argues that an excess amount of gas over 30 ¢.c. is super- 
fluous. R. E. Wosus. 


Winter: Causes and Treatment of Sterility in the Female. Deutsche Medizin- 
ische Wochenschrift, 1921, xlvii, 733, 765 and 797. 


Winter finds he is much move frequently consulted regarding sterility than 
formerly. He ascribes this, not to an actual increase in the condition, but to an 
awakening consciousness among married couples that sterility is an abnormal 
state. The physician has also taken a more active interest in this condition, which 
he formerly regarded as more or less hopeless. 

In the past, the woman was nearly always thought to be at fault, but in late 
years the man has come in for his share of the blame, which is not inconsiderable. 
Various investigators found azoospermia in from 25 to 33 per cent of husbands 
examined, and oligospermia in from 11 to 25 per cent. To these groups, Winter 
adds cases of neerospermia, in which the spermatozoa are either dead or very 
sluggish, 

As absolute causes of sterility in the female, Winter enumerates severe tubal 
infections and ovarian atrophy. Other causes, such as stenotic os, malpositions 
and infantile uterus, he considers as only relative. These causes include almost 
every gynecologic condition, wherefore, a most thorough examination must be 
made and one after the other excluded. He divides his cases into primary (virginal) 
sterility and secondary sterility, following previous conception and tabulates 155 
cases in which the cause was determined as follows: 


PRIMARY SECONDARY 
CAUSE STERILITY STERILITY 
PER CENT PER CENT 
Infantilism 2 
Stenotie os : 30 6 
Malpositions 20 
Perineal tears 35 
Adnexal diseases 20 23 
Catarrhal conditions 14 20 
Para- and perimetritis 15 


He analyzes the various possible causes of sterility and suggests appropriate 
treatment. Since various ovarian extracts are capable of producing menstruation 
in hypofunction of the ovary, he advises their employment in certain cases, as well 
as thyroid and other organ extracts, but adds that their use is still in the experi- 
mental stage. He does not mention hyperacidity of the secretions nor undernourish- 
ment as causes. The results of treatment are admittedly discouraging. Of 22 cases 
treated for sterility which he was able to follow up, only six women, or 27 per cent 
conceived. In the successful cases the presumable cause of the sterility was en- 
dometritis in two, colpitis in one, stenotic internal os in two instances, while in one 
case the cause was not ascertained. R. E. Wosus. 
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Rongy: Primary Sterility. New York Medical Journal, 1922, exvi, 439. 

The author bases his study upon an analysis of 400 private cases. This ex- 
perience has resulted in very great pessimism. He feels that our entire concep- 
tion of the etiology and treatment of primary as well as relative sterility is erroneous 
and, furthermore, that in many instances our present methods of treatment tend 
to induce permanent sterility. The old mechanical theory of sterility is still widely 
accepted, as is proved by the fact that in nearly 75 per cent of the cases under 
consideration, the patients have had from one to six operations performed for the 
eure of sterility, yet they still remain sterile. Later, the internal secretory derange- 
ments came into prominence, and numerous combinations of glandular extracts were 
recommended in the treatment of this condition. Yet, after a fair trial of these 
new remedies, it was found that they were falling short of the claims made for 
them, and that in spite of this treatment, a large proportion of the sterile patients 
still remained sterile. 

The importance of the male factor in sterility has undergone a great change in 
the past decade. In a paper published in 1911, the author found that a man was 
at fault in nearly 30 per cent of eases, and this coincided with the experience of 
a number of observers at that time. In the present series, the man was at fault 
in less than 11 per cent of cases. The author ascribes this change to the educational 
campaigns conducted by the medical profession and various public health agencies, 
which have resulted in a marked decrease in gonorrhea and all its complieations. 
After many elaborate investigations, the author concludes that we must pronounce 
the man well if the examination of a condom specimen shows fully formed and 
viable spermatozoa. 

A number of the author’s patients were inseminated in the uterine cavity, yet 
not one of these became pregnant, and from this the author coneludes that if the 
problem of sterility is to be solved at all, it will have to be investigated from a 
purely biologie and chemical viewpoint. X-ray examinations of the bony pelvis of 
sterile women were found of no value, nor were blood groupings of patient and 
husband. Diet control, even when resulting in marked reduction of weight, did 
not influence sterility. The exanthematous diseases during childhood seemed to have 
been of some importance, and it was the author’s impression that there was a 
greater prevalence of sterility among the women who, during their infancy, or ehild- 
hood, had troublesome throat infections, and also that women who had had searlet 
fever complicated by severe kidney disturbances are not so likely to become pregnant 
as those who had simple uncomplicated searlet fever. The author believes that 
searlet fever or diphtheria may prevent the ovary from properly developing and 
possibly at the same time cause permanent structural changes. 

The fact that 6 of 36 untreated cases subsequently became pregnant is the best 
illustration that sterility is often temporary in nature and that in a certain number 
of women some readjustment takes place and pregnancy ensues. 

Displacements of the cervix and uterus play a very small réle in the etiology of 
sterility. The only findings which are more or less important are, first, a small 
infantile body of the uterus, associated usually with a small conical cervix, and 
frequently found in women who are fair, somewhat stout, and have an irregular 
menstruation; second, a large hard uterine body with a long hypertrophied cervix 
with a history of rather profuse menstruation, usually found in the tall dark maseu 
line type of woman. Such findings indicate a most unfavorable prognosis and such 
patients, if left alone, have a better chance to become pregnant than if operated, 
for the various operations performed on them often result in elosure of the fallopian 
tubes, with permanent sterility. 

Plastic operations on the tubes hold out very little hope for the eure of sterility. 


The author has delivered only two women in all his obstetric experienee who had had 
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such operations. Six cases insufflated after such operations all showed closed tubes. 
Insuffation at frequent intervals following operation may in the future prevent 
such closure, yet the author believes that patients with tubal infection stand a better 
chance without operation. In eases with fibroid tumors in which insufflation shows 
open tubes, the author does not advise operative intervention unless acute symptoms 
develop, for such women are more likely to become pregnant between the ages of 
30 and 40 than between 20 and 30, and something may be gained by waiting. 

The stem pessary is discarded by the author as inefficient and dangerous since 
it may set up an acute inflammation. 

The author describes the peritoneal insufilation method of Rubin, and feels that 
it should be employed as a diagnostic measure in all cases of sterility in which 
there does not exist a definite contraindication. In certain cases, it appears also 
to have therapeutic value, since in a number of patients who had long been sterile 
pregnancy followed almost immediately. The author feels that in these cases the 
force of the gas may either have expelled some mucous plugs from the tubes or 
straightened out some kinking along their course. MARGARET SCHULZE. 


Maier: Correction of Sterility. Pennsylvania Medical Journal, 1923, xxv, 78. 


Sterility is no longer considered a condition peculiar to women. Detailed study 
of a case without knowing the functional status of the husband is useless. Repeated 
examination of condom specimens should be made before the anatomic condition 
of the female is considered. Infections of the cervix must be cleared up. Indis- 
criminate dilatation and curettage is to be condemned. Frequently infection of the 
cervix has been carried into the uterus by this proceedure. The patency of the 
tubes is determined by Rubin’s inflation. Women with malpositions, relaxed outlet 
or short vaginal walls are often unable to retain semen. This i$ corrected by 
tampon, elevation of the hips after intercourse, pessary ete. 

Regulation of the sexual life will usually remove pelvic congestion. Diets low 
in protein, such as are now in vogue in Europe, lower the rate of fecundity. En- 
docrine disturbances such as hypothyroidism or hypopituitarism with resulting genital 
atrophy and disturbances of menstruation or amenorrhoea, must be considered. In 
the matter of gland therapy, small doses of thyroid extract when combined with 
corpus luteum activate the latter hormone. Especially is this combination of value 
in the treatment of habitual abortion. 

In the operative treatment of tubal inflammation and cystic disease of the ovary, 
pronounced conservatism must be the rule. The mere separation of adhesions about 
the tubal ostium frequently leads to a happy outcome. Ries has shown by histologic 
study that pyosalpingitis and hydrosalpingitis can be cured. In the handling of 
eystie ovaries, resection of the involved portion with correction of the frequently 


associated malposition of the uterus is sufficient. H. W. SHUTTER. 


Schmidt, H. R.: Sterility in Women and the Outlook of its Treatment. Medizin- 

ische Klinik, 1922, xviii, 722. 

In from one-third to one-fourth of all the cases of sterility the husband is at 
fault, gonorrhea being the greatest etiologic factor. In women, sterility is attrib- 
utable in one-third of the cases to gonorrhea and in two-thirds to infantilism. 
Patients with gonorrhea should not be subjected to intrauterine therapy lest there 
result a salpingitis from an ascending infection. For the mild cases, especially 
those with hydrosalpinx, salpingostomy may help. 

Faulty development of the genitalia, which is the cause of much sterility, is 
usnally limited to an infantile condition of the vaginal vault and cervix. Where 
the anterior vaginal wall is short, no spermatozoa are te be found in the vaginal 
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secretion and in the cervix a few hours after intercourse. Spermatozoa may also 
be prevented from gaining access to the uterine cavity because of changes in the 
external and internal os and because of faulty deviation of the cervix. 

The prognosis is worst in the cases where the uterus is atrophic and the menses 
oceur at long intervals. In the patients in whom the uterus and adnexa are normal 
and the menses regular, the fault appears to be a stenosis of the external or internal 
os. The method which gives the best results in these cases is that of Fehling’s 
slow dilatation of the cervix. This consists of the insertion into the cervical canal 
of a slightly bent, thin glass tube 5 em. long. This tube is changed two or three 
times at three-day intervals and before each change the uterine cavity is irrigated 
with 1 per cent formalin. Among 56 cases treated at the Lund clinic by this method, 
15 (27 per cent) became pregnant, and at the Bonn clinic of 31 patients treated this 
way 11 became pregnant, an incidence of 35.5 per cent. J. P. GREENHILL. 


Graff: The Treatment of Sterility in Women. Wiener klinische Wochenschrift, 
1923, xxxvi, 38. 


Twenty-five per cent of cases of sterility are due to lack of or fault with the 
spermatozoa. Most cases of primary sterility in women are due to hypoplasia of the 
genital organs, while most cases of secondary sterility are caused by inflammatory 
changes; 54 per cent of all are due to the former. The treatment of hypoplasia 
should have the objective of developing the genital organ by regular coitus, heat 
by means of baths to induce hyperemia, and the use of iron and arsenic. 

Disturbances of menstruation such as menorrhagia, amenorrhoea, and metror- 
rhagia may be found. The causes of these may be classified as follows: (a) 
general diseases such as anemia, diabetes, heart trouble, ete.; (b) disturbances of 
function of the hypophysis or thyroid; (¢c) disturbances of ovarian function due 
to small cystic degeneration and faults in corpus luteum formation. The treat- 
ment of group (a) is obvious. In group (b) hyperactivity of the thyroid causes 
decreased menstruation while menorrhagia is characteristic of myxedematous condi- 
tions. Castration by operation or radiation allows domination by the thyroid and 
may result in the outbreak of exophthalmice goiter. The treatment depends on the 
gland at fault. In the third group x-ray treatment is the best for profuse bleed- 
ing. Many cases of normal pregnancy have been reported following it. The func- 
tion of the ovary may be improved by giving ovarian extract especially in con- 
junction with thyroid extract. 

Retroversion of the uterus may cause sterility if the cervix is directed against 
the anterior vaginal wall. In general it is overemphasized as a cause. 

Sterility is caused by inflammatory processes in 17 per cent of the author’s 
material. In most of these there was salpingitis. Pneumoperitoneum by the Rubin 
method is an important aid in the diagnosis. Seventy-two per cent of cases having 
a diagnosis of salpingitis by palpation had closed tubes by tliis test. 

Sterility may be caused by ‘‘sperm-immunity’’ as the experiments of Dittler 
show that it can be caused in guinea pigs by the intravenous injection of semen, 
and Waldstein and Eckler have found sperm-protein in the blood serum of the 
female guinea pig after cohabitation. Facts in favor of this theory are: the 
professional sterility of prostitutes; sterility resulting from frequent intercourse; 
immediate pregnancy after long abstinence, for instance ‘‘war pregnancy’’; and 
the relative frequency of pregnancy occurring after menstruation. Vogt claims 
that the blood serum of a sterile married woman agglutinates the spermatozoa of 
her husband. FRANK A, PEMBERTON. 
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Vogt, E.: New Facts and Problems in Sperm Immunity. Monatsschrift’ fir 
Geburtshilfe und Gynikologie, 1923, lxii, 373, 


By sperm immunity is meant the production of temporary sterility by means 
of extragenital introduction of sperm (subcutaneous, intravenous or intraperi- 
toneal). From animal experimentation, hypotheses are made concerning sperm 
immunity in the human and these elucidate certain cases of otherwise unexplain- 
able sterility. 

From observations on animals it has been shown that sperm is absorbed chiefly 
by the uterine mucosa, while absorption from the vagina, tubes or peritoneum has 
uot been proved. There is anatomical and biological proof that the wealth of 
glands in the uterine endometrium serve for more than the imbedding of an ovum. 
In dogs Marschall has seen sperm not only in the uterine cavity, but also deep 
in the glands. In sheep and in guinea pigs the sperm immediately enters the 
uterine cavity and not the vagina. In mice, sperm cells are autolyzed within 8 
hours after emission and the uterine mucosa resembles tonsillar tissue. 

Since only one spermatozoon is necessary for fertilization, the rest of the 
spermatozoa with their high degree of differentiation and marked specificity do 
not simply disappear but are absorbed. In recent times many phenomena have 
been reported which are attributed to the biological activities of the absorbed 
sperm. While this may be true, Vogt believes that some of the phenomena may 
be explained by vasomotor activity, by psychic or psychosexual influences. 


J. P. GREENHILL. 


Linzenmeier: The X-ray as Treatment for Sterility. Zentralblatt fiir Gyniiko- 
logie, 1922, xxxix, 1560. 


Linzenmeier admits the paradox of using a method for the treatment of sterility 
which was formerly used to promote the same condition, but claims that a difference 
in dose has a markedly different effect upon the follicles of the ovary. 

Reports are given of two cases: A woman, aged 26, who on account of profuse 
bleeding at her periods and severe dysmenorrhea, ultimately came for treatment 
with x-ray, and one year later gave birth to a perfectly normal healthy child. The 
second case was a woman, married three years without children, who for twelve 
years had suffered from menstruation every fourteen days, profuse and very pain- 
ful. She, too, had been treated ineffectually in the usual ways, rest in bed, hot 
injections, gland extracts, and eventually with formalin vapor. Eventually she was 
treated with deep x-ray. One year later she gave birth to a normal child, and, 
indeed, was eight months pregnant for the second time at the time of the report. 
Linzenmeier notes the association of sterility with altered menstruation, and offers 
the suggestion that the alteration in the uterine mucosa is due to a too quick ripen- 
ing of the follicles. With the slower rate of ripening the menstruation became 
more normal and conception was possible. The radiation of human beings seems 
not to have resulted in the tendency to fetal abnormality noted in the lower animals. 
Eight earlier cases in the literature have been noted of pregnancy after these 
treatments without abnormality. LITTLE. 


Guggenberger, J.: The Vialibility of Human Spermatozoa in Vitro. Monats- 
schrift fiir Geburtshilfe und Gyniakologie, 1922, lix, 22 


An attempt was made to study spermatozoa in vitro from a practical point of 
view. It was found that bacteria destroy the motility of spermatozoa and, there- 
fore, in doing artificial insemination it is essential that sterile spermatozoa be ob- 
tained. While there are bacteria in the vagina, the few spermatozoa which suc- 
cessfully reach the uterine cavity are free of bacteria. This is due first, to the 
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fact that they have not remained long in the vagina and secondly, in their passage 
through the cervical plug, all adherent bacteria are removed. Sterile spermatozoa 
may be kept actively motile for 14 days, whereas those contaminated with bacteria 
live only 24 to 36 hours. To obtain sterile spermatozoa, the external urethral orifice 
and the glans should be washed with aleohol and a sterile condom with a special 
cap should be used. After the specimen is obtained, the cap is tied off and the 
condom removed. For insemination, only a minimal amount and preferably diluted 
with sodium chloride and filtered, should be used. The most favorable temperature 
for keeping spermatozoa alive is room temperature. The pressure of the syringe 
at the time of injection does not harm the sperm, and it was found that they 
live longer in daylight than in the dark. J. P. GREENHILL. 


Steinhiuser, W.: The Biological Behavior of Spermatozoa to Contraceptive Sub- 
stances. Monatsschrift fiir Geburtshilfe und Gyniikologie, 1923, Ixili, 146. 


The author studied the effects of the common contraceptive substances on human 
spermatozoa. Twenty-eight different solutions and suppositories were investigated. 
Immediately after ejaculation, the spermatozoa were mixed with physiological saline 
solution at body temperature. In this way the spermatozoa remained in perfect con- 
dition for one-half hour; but after this, the number of live spermatozoa decreased 
until after two and one-half hours only very few were motile. It was found that 
undiluted vinegar killed all the spermatozoa within ten seconds. When the vinegar 
was diluted, 1 ounce to 1 liter of water at 37° C., all the spermatozoa ceased motion 
within 15 seconds. In an 8 per cent solution of liq. alum. acet. no effect on the sper- 
matozoa was seen at the end of 30 seconds. After one minute about half the sperm 
were dead and at the end of two minutes all were motionless. A 10 per cent so- 
lution of tartaric acid killed all the sperm within 15 seconds. In 4 per cent boric 
acid solution all motility ceased after 8 to 10 seconds and in 2 per cent quinine 
hydrochloride all activity ceased ‘after 15 seconds. Three per cent formalin was 
effective after 25 to 30 seconds. A 5 per cent solution of sodium bicarbonate and 
a 1 per cent solution of hydrarg. oxycyanide killed the sperm in 4 to 5 seconds. 

Bichloride of mereury even in solution of 1:100,000 killed the sperm in 10 to 15 
seconds. Even after 5 minutes a 10 per cent solution of tannin and 10 per cent zine 
sulphate did not kill all the sperm. A 10 per cent solution of citric acid had little 
effect until after 5 minutes. On the other hand, distilled water killed all the 
spermatozoa within 10 seconds. Likewise tap water at 37°C. killed all the sperm 
within 10 seconds. 

The author also reported the results with a number of vaginal suppositories, all 
of which are proprietary preparations. However, with the exception of two, the 
spermatocidal solutions were much more effective than tablets, pessaries, pastes, ete. 
In using a solution, at least one-third of a liter shou!d he used shortly before 


coitus and two-thirds within 3 minutes post-coitum. J. P. GREENHILL. 


Baumann: On the Question of Artificial Impregnation. Schweizerische medizin- 
ische Wochenschrift, 1922, lii, 373. 


The author is writing this article to warn against the use of cervical drain after 
the technic of Nassauer. He reports 16 cases in which he used the drain for either 
dysmennorhea or sterility. In the cases where the drain was allowed to remain 
seven weeks there resulted a hemorrhagic purulent discharge and even in eases of 
only two or three weeks’ action there was a marked irritation. Eleven of the sixteen 
eases showed disturbances such as erosion or ulcer of the cervix, uleer of the 
vaginal walls or a widespread endometritis. The type of instrument seemed to 
have no particular bearing on the result, but probably the bacterial content of 
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the vagina was increased by the manipulation and irritation of the instrumentation. 
The disturbance seemed to be more severe in multiparas than in primiparas. Instead 
of beneficial results rather there occurred erosion with resulting sear formation 
of the cervix and vaginal walls with stenoses worse than before. The author 
reports four cases wherein he used the method for sterility with poor results and 
coneludes that the drain may be of use in painful menstruation but is of no use in 
sterility. Because of the dangers attending its use it should only be employed 


with a full appreciation of the possible bad and severe reactions after its intro- 


duction. A. C. WILLIAMSON. 


Belot, J.: Sterility and X-rays. La Presse Médicale, 1923, No. 58, p. 642. 

It is a well established fact that x-rays can produce azoospermia in the male 
and follicular degeneration of the ovaries in the female, but these results are 
permanent only if large doses of the rays are administered. Whenever intact 
spermatagones or follicles are left, function will be restored. He reminds us that 
it is very difficult to obtain permanent amenorrhea in young women by this means, 
and that in the ray treatment of fibroids, it is often necessary to repeat the ex- 
posure. Total sterility can no doubt be produced by direct irradiation, but the 
dose varies with different individuals and is hard to determine. 

From Germany total azoospermia in x-ray laboratory workers has been reported, 
but in order for the report to be of value, these workers should be removed from 
the influence of the rays and studied later to determine whether the sterility is 
permanent. The author has made inquiries among over 300 of his colleagues in x-ray 
work. He finds that the percentage of childless homes is not larger among them 
than among other physicians. In 12 who have practiced this specialty continuously 
for many years (one for 19 years before marriage) he found no cases of sterility, 
even though the protective devices used were far from being efficient; the number 
of their children varied from one to seven. Two of them who developed azoospermia 
became fertile a few months after beginning the use of rather elementary protection. 
Their children were physically not inferior to others of their ages. In his labora- 
tory are several female attendants who are exposed to the rays all day long. 
One of them has had three full term pregnancies (with living, healthy children), 
and one miscarriage (due to over-exertion) within four years. Another has had 
one child and is pregnant again. Another has been married one year, but is sterile 
on account of a gynecologic disorder. 

The author hopes that others who have observed similar facts will publish 
them and thus aid in discrediting this popular fallacy. E. L. KING. 
Pust: A Useful Pregnancy Preventive. Deutsche medizinische Wochenschrift, 

1923, xlix, 592. 


Pregnancy is contraindicated in some eases of constitutional disease. There are 
chemical and mechanical means of prevention. The former consist of the use of 
suppositories and douches containing various drugs. The latter include condoms, 
caps of various kinds to fit over the cervix and stem pessaries. The author has 
devised an instrument consisting of a glass button which fits against the out- 
side of the cervix. This is perforated so that a loop of three strands of silkworm 
gut twisted together can be attached to it. The loop is about 6 em. wide. From 
the button outward for a distance of 2 to 5 em. silk is wound around the loop, 
usually 30 turns, forming a shaft with the button at one end and the remainder 
of the loop at the other. The flexible loop is introduced into the uterine cavity, the 
shaft lies in the cervical canal and the button fits against the external os. It does 
not interfere with menstruation. Tt should be changed every 3 or 4 months. 
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Its action in preventing pregnancy is as follows: The glass button keeps the 
spermatozoa away from the alkaline mucus in the cervical canal for such a long 
time that most of them are killed by the acid vaginal secretion. The few that 
reach the cervical canal are devitalized by following around the 30 turns of silk 
on the shaft, or are caught in the loop of silkworm gut so that union with the 
ovum seems unlikely. If pregnancy takes place the loop can be drawn out with- 
out causing abortion. 

He states that 23,000 of these pessaries have been used but only 2,000 in 
Germany! FRANK A. PEMBERTON. 


Winans: Some Indications for Therapeutic Abortion and Sterilization. Journal 
of the American Institute of Homeopathy, 1921, xiv, 446. 


The more important common conditions which are considered as indicating 
therapeutic abortion and sterilization are insanity, mental defectives, advanced 
tuberculosis, osteomalacia, eclampsia, cancer, and cases where cancer has recently 
been removed, chronic nephritis, and structural deformities. The method of steriliza- 
tion advocated is a section of the tubes with burying of the uterine ends under a 
fold of the broad ligament. W. K. FOSTER. 


Emerick: Sterilization of the Mentally Unfit. Ohio State Medical Journal, 1921, 
xvii. 679. 


An excellent resumé of the vartous laws and their workability is given. There 
are fifteen states in the union that have or have had some law of this kind. They 
are Connecticut, California, Indiana, Iowa, Kansas, Michigan, Nevada, Nebraska, 
New York, New Jersey, New Hampshire, North Dakota, South Dakota, Washington, 
and Wisconsin. The laws of California and Nebraska seem to be the best and the 
most enthusiastically supported. Letters from authorities at state institutions in 
most of the other states either disapprove of sterilization or state that the law 
has been repealed or declared unconstitutional. The author favors segregation 
because it is more economic, prevents the spread of venereal disease, and because 


sterilization does not reach the borderline case which is the most prolific. 


W. K. Foster. 
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